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PREFACE 


The  goal  of  the  Intergovernmental  Health  Policy  Project  in  producing  this 
publication  is  to  report  on  and  analyze  significant  policy  developments  or 
changes  in  state  Medicaid  and  indigent  care  programs.  IHPP  collects  informa- 
tion on  state  policies  affecting  eligibility,  benefits,  reimbursement  practices, 
administration  and  management,  and  demonstration  projects  for  comparative 
research  and  trend  analysis  purposes. 

This  issue  of  Major  Changes  in  Medicaid  and  Indigent  Care  Programs, 
covering  the  1986  calendar  year  period,  is  the  thirteenth  in  a  series  on  this 
subject  published  by  IHPP  since  January,  1981.  The  information  presented  in 
this  report  was  obtained  from  three  principal  sources:  a  review  of  all  state 
laws  affecting  Medicaid  and  indigent  care  programs  enacted  during  1986; 
summaries  of  Medicaid  or  indigent  care  regulatory  changes,  which  IHPP 
abstracted  from  state  policy  transmittals  or  notices  of  rulemaking;  and  the 
comments  of  Medicaid  agency  or  other  state  officials  on  draft  entries  for  their 
state. 

The  report  is  the  result  of  the  combined  efforts  of  several  IHPP  staff 
professionals:  Debra  J.  Lipson,  Research  Associate,  who  coordinated  the 
report's  production,  summarized  the  Medicaid  and  indigent  care  laws  for  the 
state  charts  and  analyzed  policy  trends.  Rhona  Fisher,  Research  Associate, 
abstracted  the  Medicaid  regulations,  summarized  federal  legislation  affecting 
Medicaid  and  contributed  to  the  Medicaid  highlights  section.  In  addition,  Kath- 
leen King  and  Bonnie  Preston,  both  former  research  associates  at  IHPP 
contributed  to  earlier  versions  of  the  document. 

IHPP  would  like  to  acknowledge  the  assistance  of  the  National  Governors' 
Association  State  Medicaid  Information  Center  in  compiling  and  summarizing 
material  from  Medicaid  agency  regulations.  We  are  grateful  to  John  Leuhrs, 
director  of  the  Center  for  his  cooperation  on  this  project  and  to  Claudia 
Hansen,  for  her  helpful  support.  Special  thanks  to  Anil  Bhargava  and  Jean 
Zephir  who  assisted  with  computer  formatting  and  design  of  the  publication. 
Finally,  we  would  like  to  express  our  sincere  appreciation  to  the  state 
Medicaid  directors  and  their  staffs  for  their  continued  cooperation  and 
assistance  in  sharing  information  with  IHPP  about  initiatives  affecting  their 
programs  and  in  reviewing  the  material  in  this  report. 

This  series  of  reports  on  Major  Changes  in  State  Medicaid  and  Indigent 
Care  Programs  is  an  outgrowth  of  the  mission  of  the  Intergovernmental  Health 
Policy  Project  to  monitor  and  report  on  important  state  health  policies  and 
innovations  as  a  focus  for  future  discussion,  analysis  and  problem-solving.  It  is 
our  hope  that  this  report  will  be  a  useful  resource  to  state  and  federal  health 
policymakers  and  analysts  and  will  contribute  to  the  overall  improvement  of 
state  Medicaid  and  indigent  care  program  management  and  performance. 


Richard  E.  Merritt,  Director 
Intergovernmental  Health  Policy  Project 
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INTRODUCTION  &  OVERVIEW 


As  the  largest  source  of  medical  care  financing  for  the  poor  in  the 
country,  Medicaid  is  a  major  item  on  the  health  policy  agendas  of  both  federal 
and  state  officials.  In  most  states,  the  Medicaid  line-item  appropriation  consti- 
tutes one  of  the  largest  single  components  of  the  budget,  singling  out  the  pro- 
gram for  even  greater  scrutiny  by  state  legislators.  For  fiscal  year  1986, 
Medicaid  outlays  by  both  federal  and  state  governments  reached  $44.7  billion; 
under  provisions  of  current  law,  the  total  is  estimated  to  increase  to  $47.6  bil- 
lion in  FY  87. 1 

The    rate   of   growth    in    Medicaid    expenditures    is   an    important    measure  of 
efforts    to     constrain     escalating     costs    and     improve    program     efficiency.  After 
annual    rates    of   increase   that   averaged    15%   percent    between    1975    and  1981, 
program  spending  slowed  to  an  average  growth  rate  of  7.5%  from  1981  to  1984.2 
However,  the  rate  of  increase  has  begun   inching   upwards  again:   FY  85  expend- 
itures  over   FY   84   grew   by   10.7%   and   FY   86   expenditures   increased    by  8.2% 
over   FY   85.   This   compares   with    increases    in   total    national    health  expenditures 
of  8.9%  between  1984  and  1985  and  a  projected  increase  of  at  least  6.8%  from 
1985  to  1986.  3 

Various  factors  have  been  cited  as  contributors  to  the  slower  rate  of 
growth  in  the  early  1980's.  The  economic  recession  at  the  beginning  of  the 
decade  forced  many  states  to  reduce  or  restrict  eligibility  and  limit  access  to 
some  services.  Soon  thereafter,  many  states  began  to  take  advantage  of  some 
of  the  new  program  and  management  opportunities  authorized  by  the  Omnibus 
Budget  Reconciliation  Act  of  1981  (OBRA)  as  a  way  of  holding  down  costs.  In 
exchange  for  a  reduction  in  federal  financial  support,  Congress  gave  the  states 
greater  flexibility  to  experiment  with  new  prospective  payment  systems, 
contract  to  a  greater  extent  with  HMOs  and  prepaid  health  plans,  provide 
home  and  community  based  services  as  an  alternative  to  institutionalization  of 
the  elderly  and  disabled,  and  promote  broader  recipient  cost  sharing. 

Since  1983,  states  have  moved  cautiously  to  begin  restoring  some  of  the 
earlier  cutbacks.  Although  cause  and  effect  are  hard  to  establish,  two  key 
factors  appear  to  be  the  improved  economy  -  and  the  lower  general  inflation 
rate  the  recovery  has  brought  --  and  the  reductions  in  Medicaid  spending 
brought  about  by  structural  reforms  in  reimbursement  and  delivery  of  services. 

Lower  rates  of  growth  in  spending  have  also  prompted  the  federal  gov- 
ernment and  some  states  to  adopt  programs  to  increase  coverage  of  the  unin- 
sured through  expanded  Medicaid  eligibility.  This  trend  reached  a  particularly 
significant  turning  point  this  year  when  the  Sixth  Omnibus  Budget  Reconcilia- 
tion Act  of  1986  "decoupled"  Medicaid  eligibility  from  cash  assistance  welfare 
programs.  States  now  have  the  option  to  cover  women,  children,  elderly  and 
disabled    individuals    with    incomes    up    to    the    federal    poverty    level    under  their 


1  Health    Care    Financing    Administration    -    HCFA    64    Quarterly  Medicaid 
Statement  of  Expenditures  -  FY  86  Reports. 

2  J.   Holahan  &  J.  Cohen,   Medicaid:  The  Trade-Off  Between  Cost 
Containment  and  Access  to  Care.  The  Urban  Institute  Press,  1986. 

^  Health  Care  Financing  Administration,  Office  of  the  Actuary 


Medicaid  program  without  having  to  cover  them  under  the  AFDC  or  SSI  pro- 
grams. 

While  the  growth  in  total  federal  and  state  Medicaid  expenditures  from 
FY  85  to  FY  86  was  8.2%,  indicating  at  least  some  success  in  checking  the 
double-digit  growth  rates  of  the  late  1970s,  it  may  be  difficult  to  maintain  the 
slower  rate  of  growth  in  the  years  ahead.  In  large  part,  this  is  due  to  the 
demands  of  an  aging  population  for  institutional  long  term  care.  Medicaid 
spending  on  long  term  care  increased  much  faster  than  spending  on  acute  care 
during  the  period  from  1978  to  1984,  and  the  aged,  blind,  and  disabled  popula- 
tion covered  by  Medicaid  are  consuming  ever  greater  portions  of  the  Medicaid 
budget.  In  addition,  the  costs  associated  with  the  care  of  AIDS  patients  who 
qualify  for  Medicaid  could  have  a  considerable  impact  on  state  Medicaid 
budgets  for  both  acute  and  long  term  care. 

Thus,  the  challenge  to  state  Medicaid   programs  is  to  find  ways  to  control 
the    rate    of   increase    in    long   term    care   expenditures.    Strategies   that   proved  to 
be   successful    in   the    past   have    included:    use   of   prospective   payment  systems 
for    reimbursing    nursing    homes;    controls    on    the    supply    and    price    of  nursing 
home    services;    restricted    access   to    institutional    care;    and    programs   to  reduce 
demand  for  institutional   care   by  developing   home  and   community  based  systems 
of   care.    Other   strategies    currently    being    tried    or   considered    by    Medicaid  or 
long    term    care    policy    analysts    include:    expansion    of    eligibility    for  personal 
care   services   or  for  the    "2176"    home   and    community   based   waiver  programs; 
the    creation    of    incentives    within    Medicaid    eligibility    rules    for    middle  income 
elderly  to  purchase  private  long  term  care  insurance;   mechanisms  to  access  the 
elderly's    home    equity    to    pay    for    nursing    home    and    other    long    term  care; 
integrated   systems   of   acute   and   long   term   care  for  the   elderly   and  disabled; 
and    innovative    public    (federal,    state    and    local)    and    private    long    term  care 
financing   strategies.   This   report   is    replete   with    examples   of  these   strategies  or 
studies  of  options  being  conducted  by  Medicaid  agencies  or  other  state  entities. 

As  this  report  and  other  studies  on  the  subject  demonstrate,  the  Medicaid 
program  of  1986  presents  a  very  mixed  picture.  Though  many  states  have  made 
concerted  attempts  to  cover  more  of  the  poor  population  under  Medicaid,  as  a 
whole,  the  program  actually  serves  a  decreasingly  smaller  percentage  of  those 
below  the  poverty  line  (from  a  high  of  approximately  65%  in  1976  to  about  38% 
in  1983).  Though  the  reasons  for  the  shift  are  fairly  clear,  finding  solutions  to 
this  dilemma  will  likely  require  some  investment  of  government  dollars  -  a 
difficult  policy  choice  for  state  and  federal  policymakers  in  these  times. 


HIGHLIGHTS  &  TRENDS  IN  MEDICAID  PROGRAM  CHANGES 


JANUARY  -  DECEMBER,  1986 


BENEFrrS  AND  SERVICE  COVERAGE 

During  1986,  more  than  a  third  of  the  states  took  at  least  one  action  to 
add  new  benefits  available  under  their  program.  One  significant  new  benefit  is 
found  in  CALIFORNIA,  where  the  Medicaid  program  will  immediately  add  FDA- 
approved  drugs  for  AIDS  or  AIDS  related  conditions  to  the  drug  formulary, 
until  formally  removed.  In  addition,  most  of  the  other  states  relaxed  limits  or 
slightly  expanded  coverage  under  existing  benefits.  Only  a  few  implemented 
policies  designed  to  markedly  restrict  or  eliminate  coverage  of  one  or  more 
benefits. 

Personal  Care,  Hospice,  and  Case  Management  Services  -  ALASKA, 
ALABAMA  and  MAINE  added  personal  care  services  and  KENTUCKY  expanded  a 
limited  personal  care  program  for  the  severely  disabled.  MISSOURI  and  NEW 
JERSEY  allowed  additional  nursing  visits  in  their  personal  care  programs  to  in- 
crease reassessments  of  the  patient's  need  for  service,  while  WISCONSIN  re- 
quired personal  care  aide  services  to  be  provided  in  conjunction  with  home 
health  aide  services. 

CALIFORNIA,  FLORIDA,  KENTUCKY,and  NEW  YORK  opted  to  add  hospice 
services  on  a  limited  basis  as  allowed  by  the  Consolidated  Omnibus  Budget  Re- 
conciliation Act  of  1985  (COBRA).  Although  still  too  early  to  tell  which  states 
will  add  case  management  for  general  Medicaid  groups,  LOUISIANA  will  now 
cover  case  management  for  ventilator-assisted  clients  and  MISSISSIPPI  will 
provide  case  management  for  the  mentally  retarded  or  chronically  mentally  ill. 

Hospital    Benefits    -    NEW    JERSEY    now    covers    outpatient    hospital  services 
under   its   newly   implemented   medically   needy   program.  Two   states   changed  the 
day    limits    on    hospitalization    coverage.    OKLAHOMA    restricts    inpatient  lengths 
of   stay   to    30    days    (prior   to   this,   there   was    no    limit).   VIRGINIA   allows  for 
inpatient  stays  over  21  days  for  children  under  the  age  of  21 . 

Nursing  Home  Benefits  -  IOWA  excluded  SNF  and  ICF  services  from 
coverage  under  its  medically  needy  program,  but  provides  medically  needy 
recipients  with  greater  access  to  the  home  and  community  based  services 
program.  Changes  in  bed  reserve  day  allowances  for  nursing  home  patients  (for 
temporary  absences)  were  made  by  MISSOURI  and  NEW  HAMPSHIRE,  while 
GEORGIA  requires  that  at  least  semi-private  accommodations  be  provided  to 
Medicaid  nursing  home  recipients.  Relatives  may  pay  extra  for  a  private  room. 

Mental  Health  Services  -  Mental  health  services  have  been  added  as  a 
covered  service  in  KANSAS.  Coverage  is  limited  to  24  hours  per  year;  some 
psychological  testing  is  also  allowed.  At  the  same  time,  KANSAS  reduced 
coverage  for  inpatient  substance  abuse  treatment  to  25  days.  A  number  of 
states  added  inpatient  mental  health  coverage  for  children,  including  MAINE, 
MARYLAND,  MISSISSIPPI,  while  WISCONSIN  limited  coverage  of  inpatient 
psychiatric  care  to  those  between  the  ages  of  21  and  64.  MISSOURI  prohibited 
psychotherapy  from  being  provided  to  nursing  home  residents  in  the  facility. 
NEW  JERSEY  provided  limited  coverage  of  off-site  crisis  intervention  services 
and  comprehensive  mental  health  intake  evaluations. 


Organ     Transplants     -     Following     the     COBRA     provision     requiring  state 
Medicaid   agencies  to   develop  written   policies   on   coverage   of  organ  transplants 


(allowing  all,  some  or  no  procedures  to  be  covered),  several  Medicaid  agencies 
have  developed  these  policies.  For  example,  VIRGINIA  follows  the  Medicare 
guidelines  for  non-experimental  transplants  by  covering  cornea  and  kidney 
transplants  as  well  as  liver  transplants  for  children  under  age  18.  MISSOURI 
established  the  regulatory  basis  for  its  existing  coverage  of  organ  and  bone 
marrow  transplants.  Other  states  modified  existing  organ  transplant  reim- 
bursement policies.  ALABAMA  now  covers  liver  transplants  under  its  EPSDT 
program  for  children,  KENTUCKY  added  coverage  of  drugs  needed  to  prevent 
rejection  of  a  transplanted  organ,  and  MARYLAND  added  coverage  of  heart- 
lung  transplants. 

EPSDT   and    Maternity    Coverage   -   A   few   states   -   ALABAMA,    HAWAII,  and 
MAINE   -    updated   the    EPSDT   periodicity   screening   schedule.    Other   states  limits 
certain   services,   such    as   dental   services   or   optometric   care,    only  to   those  in 
the    EPSDT    program.    MISSISSIPPI    expanded    coverage    under   its    EPSDT  program 
to    children    up   to    age    21,    increased   from    age    18,    but   subjects   those  newly 
eligible  to  copayments. 

KANSAS  now  covers  prenatal  risk  reduction  services  provided  by  local 
health  departments.  UTAH  and  OKLAHOMA  permit  women  who  qualify  solely 
by  reason  of  pregnancy  to  receive  care  for  any  medical  conditions  that  may 
complicate  pregnancy.  In  addition,  OREGON  extended  pharmacy  benefits  to 
pregnant  medically  needy  women,  and  the  DISTRICT  OF  COLUMBIA  covers 
nurse  midwifery  services. 

ELIGIBILITY 

The  states  made  relatively  few  eligibility  changes  in  either  expanding  or 
retracting  optional  eligibility  groups  in  1986.  The  changes  that  were  made  pri- 
marily affect  pregnant  women  and  children.  This  was  the  result  of  changes  re- 
quired by  COBRA  mandating  the  previously  optional  coverage  of  prenatal,  deli- 
very and  postpartum  services  to  pregnant  women  meeting  the  state's  AFDC  in- 
come and  resource  limits  where  the  head  of  the  household  is  employed.  In  ad- 
dition, several  states  have  loosened  categorically  and  medically  needy  standards 
so  that  more  women  and  children  will  be  eligible  for  Medicaid. 

Coverage  for  Pregnant  Women  and  Children  -  COBRA  mandated  several 
Medicaid  changes  affecting  pregnant  women,  infants  and  young  children  (see 
summary  of  COBRA  and  SOBRA  in  Appendix  A  of  this  volume).  However,  a 
number  of  states  made  these  types  of  eligibility  expansions  prior  to  the  act's 
passage  and  some  others  expanded  eligibility  beyond  COBRA  requirements.  For 
instance,  COBRA  required  states  with  medically  needy  programs  to  cover  all 
pregnant  women  who  meet  the  AFDC  financial  eligibility  test;  both  ARKANSAS 
and  RHODE  ISLAND  established  this  provision  in  1986  prior  to  COBRA's 
passage.  KANSAS  now  allows  any  household  with  children  or  a  pregnant  woman 
to  qualify  for  general  assistance  if  they  meet  income  requirements.  ARIZONA 
and  SOUTH  CAROLINA  will  start  covering  children  under  the  age  of  18  living 
in  two-parent  households  with  incomes  meeting  categorically  needy  require- 
ments. ARIZONA  also  will  begin  covering  children  under  the  age  of  6  in  any 
household  receiving  food  stamps  or  with  an  income  under  the  federal  poverty 
level.  IOWA  changed  its  policy  this  year  to  cover  first  time  pregnant  women 
under  age  18  previously  ineligible  due  to  the  filing  unit  policy. 

In  actions  that  will  result  in  qualifying  more  of  the  poor  and  medically 
indigent  for  Medicaid,  MASSACHUSETTS,  MISSISSIPPI,  RHODE  ISLAND,  and 
VERMONT  raised  the  AFDC  standard  of  need  or  payment  standard  used  to 
determine  eligibility  for  Medicaid  or  the  medically  needy  program.  The  change 
was  most  significant  in  MISSISSIPPI  where  the  standard  of  need  was  raised 
from    16    percent    to    50%    of    the    poverty    level.    (See    also    related  changes 


affecting  maternal  and  child  health  in  the  Indigent  Care  highlights  section). 

Another  seven  states  (FLORIDA,  HAWAII,  KENTUCKY,  OKLAHOMA  and 
SOUTH  DAKOTA,  WEST  VIRGINIA,  and  WISCONSIN)  passed  laws  or  adopted 
policies  that  authorize  interstate  compacts  in  order  to  cover  adopted  or  foster 
children  living  in  other  states. 

Coverage   of  the   Medically   Needy  -  Several   states   made   changes   in  their 
medically    needy    programs.    TENNESSEE    authorized    funds    to    expand  eligibility 
criteria    for    its    medically    needy    program    in    order    to    reinstate    cuts    made  in 
1982.   NEW   HAMPSHIRE   authorized   rule   changes  to   expand  the  types   of  option- 
al   categorically    and    medically    needy    groups    that    can    be    covered.  OREGON 
revised   its   medically   needy   program   to   include  the   same   groups   as   are   in  its 
categorically   needy   program,   except  that   long   term   care   is   not   covered  under 
the   MN   program.   Other  states  that  increased   income   or  resource   allowances  in 
the    medically    needy    program    include    ARIZONA,    NORTH    CAROLINA,    TEXAS  and 
CALIFORNIA.    In    addition,    FLORIDA'S    and    NEW    JERSEY'S    medically    needy  pro- 
grams authorized  in  prior  years  went  into  effect  in  July,  1986. 

Institutionalized    Recipients    -    One    issue    related    to    eligibility    of   the  elderly 
that    came    before    several    state    legislatures    this    session    concerned    rules  that 
deem  the  income  and  resources  of  a  married  couple  to  each  other.  These  rules 
dictate   the   amount   of   money   one   spouse   must   contribute   toward   the   costs  of 
the    care    provided    to   the    spouse    in    a    nursing    home.    Last   year,  CALIFORNIA 
and    ILLINOIS   enacted   laws   to   prevent   a   spouse   still   living   at   home   from  be- 
coming impoverished  because  of  large  payments  for  nursing  home  care.  In  1986, 
WASHINGTON    changed    its    rules   to    exempt   the    application    of   state  community 
property    laws    for    purposes    of    determining    eligibility    when    the    income    of  the 
non-applicant    spouse    exceeds    that    of   the    spouse    in    the    nursing    home.  NEW 
JERSEY   still    has   a   pending   bill   that  would   assure  the   spouses   living   at  home 
an     income    that    would    allow    a    moderate    standard    of    living.     In  addition, 
OKLAHOMA    added    an    optionally    categorically    needy    group    -  institutionalized 
people   with    incomes    up   to   300%    of   the    SSI    upper   payment    level    -  while 
eliminating  medically  needy  coverage  for  those  in  long  term  care  facilities. 

Eligibility   for    Illegal    Aliens    -   The    Immigration    Control    and    Reform    Act  of 
1986    disqualifies    aliens    from     Medicaid     eligibility    for    five    years     after  they 
become    legalized,    but    requires    exceptions    for   those    who    would    otherwise  be 
eligible  for  Medicaid  and  are  aged,  blind  or  disabled  or  under  18  years  of  age. 
Other    exceptions    include    pregnant    women,    certain    Cuban    and    Haitian  entrants, 
and    aliens    needing    emergency   services.    Likewise,    SOBRA   prohibits   payments  to 
state    Medicaid    programs   for   aliens   not   lawfully   admitted,   except  for  those  with 
emergency   medical   conditions.    Earlier   in   the   year,   a   NEW   YORK  court  decision 
granted     Medicaid     eligibility     to     lawfully     admitted     aliens     or     aliens  illegally 
admitted   but  permanently  residing   in  the   U.S.   "under  color  of  law"  who  qualify 
based  on  AFDC  and  SSI  standards  or  on  their  status  as  categorically  needy  and 
medically    needy    individuals.    Since    then,    the    applicability    of    this    decision  has 
been   called   into  question   by  the  federal  changes  under  SOBRA  and  the  Immi- 
gration   Reform   Act;    New   York's   policy   direction    is    not   final    in   this   area.  The 
CALIFORNIA    legislature    extended    a    provision    in    state    law    prohibiting  aliens 
from  receiving  public  assistance  for  three  years  after  entry. 

REIMBURSEMENT 

New  and  Modified  Hospital  DRG  Payment  Systems  -  States  continue  to 
move  away  from  cost-based  reimbursement  for  inpatient  hospital  services.  Some 
have  followed  Medicare's  lead  in  adopting  a  prospective  reimbursement  system 
based    on    diagnostic    related    groups    (DRGs),    although    states    typically  adapt 


DRGs    to    account    for    their    specific    case-mix    and    circumstances.    This  reim- 
bursement  trend    continued    in    1986,    with    two    more    states    implementing  DRG- 
based    payment   systems,    bringing   the   total   to   eleven.    SOUTH    CAROLINA  began 
its   system   in   January  and   expects  to   have  state-specific  relative  weights   in  use 
by    this    October.    TEXAS    initiated    a    DRG    system    with    state-specific  relative 
weights   and   mean    lengths   of  stay.   The  TEXAS   system   does   not  allow  for  out- 
liers,    urban-rural     distinctions,     hospital-specific     portion     or     "pass-through"  pay- 
ments.   MONTANA   and    COLORADO    anticipate   switching   to   a   DRG-based  system 
for   hospital    reimbursement   by   mid-1987.    In    addition,   TENNESSEE   passed    a  law 
in    1986    directing   the    Medicaid    division   to   develop   a   hospital    prospective  pay- 
ment system   based   on  diagnoses,  to   be  used  to  determine  maximum  lengths  of 
stay  for  Medicaid  recipients. 

Meanwhile,  states  with  existing  DRG  hospital  reimbursement  have  modified 
their  systems  in  a  variety  of  ways.  NEW  JERSEY,  for  example,  made  hospitals 
responsible  for  the  costs  of  certain  services,  equipment  and  supplies  provided 
during  an  inpatient  stay.  MINNESOTA  changed  the  computation  of  DRG  rates 
to  include  the  partial  costs  of  outlier  cases  and  required  readjustment  of 
claims  based  on  recomputation  of  DRG  relative  values.  MICHIGAN  required  up- 
dated DRG  unit  values  based  on  the  lesser  of  the  CPI  for  medical  care  or  the 
DHHS  value  and  required  prices  to  be  based  on  a  composite  one-third  state- 
wide average  and  two-thirds  hospital-specific  weights.  OREGON  decreased  the 
unit  values  for  general  assistance  clients  to  35%  of  the  Medicaid  unit  value 
and  eliminated  payments  for  capital  and  education  expenses  in  GA  rates. 

Other   Hospital    Reimbursement   Changes   -    In    other   hospital    payment  devel- 
opments,   ALASKA    mandated    its    Medicaid    Rate    Commission    to    set    rates  within 
appropriations     limits     and     permitted     prospective     pro-rata     reductions     in  the 
indigent   care    program;    both    actions   were    related   to   the    impact   of   poor  eco- 
nomic   conditions    on    the    state    budget.    CALIFORNIA   extended    its    special  case- 
mix    reimbursement   system    for   children's    hospitals   for   another   two   years,  while 
KENTUCKY    required     inpatient    hospital     reimbursement    rates    to    take    into  ac- 
count  the    unique    costs    of   pediatric   teaching    hospitals.    CALIFORNIA   also  modi- 
fied   its    selective    contracting    system    by    allowing    peer    groupings    among  hospi- 
tals,   while    ILLINOIS    amended    its    selective    contracting    procedures    to    limit  the 
contract     period     and     permit     non-contracting     hospitals     to     provide  specialty 
services   to    Medicaid    patients.    MISSOURI    and   TENNESSEE    require    hospital  rates 
to    take    into    account    the    situation    of    disproportionate    share    hospitals  and 
MISSOURI    permits   exceptions   to    limits   on    length    of  stay.    Both    LOUISIANA  and 
IOWA    have    frozen    their    reimbursement    rates   for   hospitals    at    last   year's  levels, 
while  ARIZONA  increased   payment  levels   by  4%,   not  to  exceed   100%  of  current 
billed  charges. 

PENNSYLVANIA    initiated    a    seven-year    phase-in    of    prospective  reimburse- 
ment   for    hospital    capital    costs    (depreciation    and    interest)    for    building  and 
fixtures.    Formerly    reimbursed    on    an    allowable    cost    basis,    PENNSYLVANIA  hos- 
pitals   will    now    receive    first    quarter    payments    based    on    FY    85-86  average 
capital    cost    per    case.    However,    hospitals    with    a    disproportionate    share  of 
Medicaid  patients  will  receive  allowable  capital  costs. 

Nursing   Home   Reimbursement  Changes  -  MICHIGAN   adopted   a   new  nursing 
home    reimbursement    methodology,    which    separates    cost    components    into  base 
(patient    care)    costs    and    support    (administration)    costs;    it    also    replaced  the 
profit    allowance    with    a    two    part    incentive    component    to    reward    homes  for 
serving    greater    proportions    of    Medicaid/Medicare    patients    and    ability    to  meet 
certain    quality    of    care    standards.    COLORADO,    FLORIDA,    LOUISIANA,  MASSA- 
CHUSETTS,   MINNESOTA,    NEW    JERSEY  and  WASHINGTON  embarked    on  various 
studies    related   to    nursing    home    reimbursement.    COLORADO   enacted   a   law  al- 


lowing  a  reduction  in  the  fair  rental  allowance  for  capital-related  assets  -  the 
fastest  growing  portion  of  nursing  home  costs  -  and  was  the  first  state  to  do 
so  as  a  result  of  a  relevant  COBRA  provision.  MARYLAND,  CALIFORNIA  and 
MAINE  are  also  considering  establishing  fair  rental  allowances.  ILLINOIS 
revised  calculation  of  the  capital  cost  component  under  its  nursing  home  reim- 
bursement methodology,  including  eliminating  a  depreciation  factor  from  the 
calculation  of  the  capital  cost  element  in  prospective  rates.  WASHINGTON 
changed  rules  affecting  calculation  of  the  depreciation  base  due  to  transfer  of 
ownership.  MARYLAND  adopted  rules  regarding  capital  cost  allowances  for 
mortgage  interest  rates. 

GEORGIA  updated  nursing  home  rates  based  on  1985  cost  reports  and  ad- 
justed for  growth;  aggregate  expenditures  are  expected  to  increase  by  $30 
million  annually.  KENTUCKY  added  a  cost  allowance  to  each  SNF's  and  ICF's 
total  allowable  cost  intended  to  reflect  patient  care  labor  intensity  and  to  be 
passed  on  to  improve  direct  staffing.  MAINE  authorized  payment  of  reasonable 
costs  for  training  certified  nursing  assistants  and  permitted  rate  adjustments  in 
instances  of  serious  problems  with  recruitment  and  retention  of  nursing  staff. 
MONTANA  added  property  rate  adjustments  to  nursing  home  payments  for  ex- 
tensive remodeling,  construction  of  nursing  homes  or  for  renegotiating  leases. 

The  fastest  growing  component  of  Medicaid  long  term  care  expenditures- 
payments  to  intermediate  care  facilities  for  the  mentally  retarded  (ICFs-MR)  - 
was  the  subject  of  several  states  reimbursement  changes.  IDAHO  amended  its 
methodology  for  computing  various  components  of  ICF-MR  rates.  MISSOURI 
exempted  ICFs-MR  that  entered  Medicaid  after  7/83  from  rate-setting  methods 
and  IOWA  authorized  increases  in  per  diem  rates.  TEXAS  added  a  special  heavy 
care  per  diem  for  ICF-MR  Level  6  care.  MAINE  increased  ICF-MR  ceilings  for 
administration  expenses  based  on  facility  bed  size  and  amount  of  training  for 
residents  provided  outside  the  facility.  NEBRASKA  implemented  an  ICF-MR 
client  need  status  rating  system  for  reimbursement  purposes. 

Heavy  SNF/Subacute  Care  Reimbursement  -  An  emerging  issue  for  Medi- 
caid programs  is  whether  and  how  to  compensate  nursing  homes  for  patients 
whose  care  needs  are  heavier  (i.e.,  more  complex)  than  usual,  but  who  do  not 
need  acute  hospital  care.  Several  states  have  dealt  with  this  issue  by  adopting 
a  case-mix  nursing  home  reimbursement  methodology.  Another  avenue  has  been 
to  establish  special  payment  rates  for  heavy  care  patients.  CALIFORNIA 
proposed  special  rules  for  subacute  care  provided  in  separate  units  of  free- 
standing or  distinct-part  SNFs.  TEXAS  adopted  a  rule  allowing  higher  per  diem 
rates  for  special  heavy  care  recipients.  KENTUCKY  established  incentive  pay- 
ments to  ICFs  that  accept  SNF  patients  for  a  limited  period  of  time,  and 
KANSAS  allowed  adult  care  homes  or  swing  bed  hospitals  to  receive  heavy  care 
reimbursement  rates.  MINNESOTA  passed  a  law  requiring  a  study  of  subacute, 
or  transitional  care,  provided  in  either  hospitals  or  nursing  homes.  MASSACHU- 
SETTS also  adopted  a  policy  permitting  special  payment  rates  to  nursing  homes 
accepting  patients  with  special  needs  or  those  spending  more  than  90  admini- 
stratively necessary  days  in  the  hospital.  ILLINOIS  amended  payment  rules  for 
"exceptional  medical  care"  patients  in  nursing  homes  by  implementing  certain 
licensure  and  certification  requirements  for  nursing  homes  claiming  exceptional 
medical  care  patients. 

A  third  approach  to  purchasing  nursing  home  care  for  heavy  use  patients 
is  to  adjust  payment  rates  for  targeted  groups  of  SNF  patients.  FLORIDA  dis- 
continued its  special  SNF  rate  for  ventilator/respirator  dependent  patients,  but 
maintained  its  special  rate  for  AIDS-diagnosed  patients  requiring  a  higher  level 
of  care.  MARYLAND  created  a  special  cost  center  to  cover  an  optional  behav- 
ior management  program  to  train  staff  to  assess  and  treat  problem  patients. 
NEBRASKA  specified   three   categories   of  special   needs   SNF  patients   and  added 


an  incentive  factor  for  payment  to  proprietary  facilities  for  their  care.  NEVADA 
established  a  special  payment  level  for  dependent-on-life-support  level  of  care. 

Reimbursement    for    Obstetrical    Care    -    Chronic    problems    experienced  by 
poor  women   in   gaining   access  to   prenatal   and   maternity   care   prompted   a  few 
states    to    increase    or    modify    their    payments    for    obstetrical    care.  CALIFORNIA 
(by   26.5%),   CONNECTICUT   (by   approximately   65%   of  UCR   charges),   and  WASH- 
INGTON   and    MARYLAND    increased    fee    rates   for   deliveries,    the    latter   to  help 
defray    the    costs    of    rising    malpractice    insurance    rates.    MISSOURI    instituted  a 
global    fee    schedule,    while    MISSISSIPPI    replaced    its    global    fee    policy    with  a 
"per     encounter"     payment     system.     MASSACHUSETTS     adopted     a     number  of 
changes   such   as   increasing   the   standard    global   fee,   establishing   an  "enhanced 
global   fee"   that   includes   additional   services,   and   creating   an   incentive  fund  for 
physicians    and    nurse    midwives    who    bill    via    global    fee    schedules.  MICHIGAN 
also    allocated   funds   for   the   continuation    of   pilot   projects   designed   to  improve 
access  to  maternity  care  threatened  by  rising  malpractice  premium  costs. 

Reimbursement  for  Home  Health  Care  -  Home  health  services  continue  to 
offer  attractive  alternatives  to  more  costly  institutional  care  and  a  number  of 
states  elected  to  adjust  reimbursement  methodologies  to  manage  what  is  the 
fastest  growing  expenditure  under  Medicaid.  KENTUCKY  limited  home  health 
per  visit  rates  to  the  lower  of  105%  of  the  weighted  median  per  diem  costs  per 
visit  or  Medicare  cost  limits.  GEORGIA  established  provider-specific  home 
health  rates  based  on  aggregate  Medicaid  costs  per  visit  adjusted  for  inflation 
and  supply  costs  with  some  efficiency  incentives.  NEW  HAMPSHIRE  moved  from 
a  cost-based  reimbursement  system  to  uniform  flat  rates  for  the  purchase  of 
home  health  services,  while  TEXAS  reduced  hourly  reimbursement  rates  to 
primary  home  care  contract  agencies.  VERMONT  amended  home  health  regula- 
tions to  purchase  home  health  services  at  the  lower  of  charges  or  set  fees. 

In  an  attempt  to  address  different  levels  of  care  requirements  in  home 
health,  MASSACHUSETTS  initiated  a  special  rate  for  selected  home  health 
agencies  for  maternal  and  child  health  nursing  visits  requiring  high  levels  of 
care.  WISCONSIN  initiated  "extensive  care"  rates  for  appropriate  service  levels 
at  1  to  16  hours  of  home  care  per  day  with  a  reduced  rate  for  more  hours. 

Under  personal  care,  MARYLAND  modified  payment  to  establish  rates  for 
3  levels  of  personal  care  service  and  increase  the  maximum  monthly  case 
management  fee.  NEBRASKA  increased  the  hourly  rate  for  trained  personal 
care  aides  and  NEW  JERSEY  increased  rates  for  personal  care  services  provided 
by  independent  mental  health  clinics. 

Reimbursement    for    Outpatient    Services    -    Recognizing    that    reasonable  cost 
reimbursement    does    not    provide    sufficient    incentives    to    contain    costs,  several 
states    have    moved    from    cost-based    reimbursement    for    outpatient    hospital  ser- 
vices   towards    the    adoption    of    fee    schedules    (ALABAMA,    SOUTH  CAROLINA 
and    ILLINOIS).    One    reason    for    increased    attention    to    outpatient  reimbursement 
is    to    develop    additional    incentives    for    substituting    outpatient    care    for  more 
costly    inpatient    treatment.    Under    its    recently    implemented    Hospital  Ambulatory 
Reform    program,    ILLINOIS    set    fees    for    certain    services    regardless    of  service 
location.    As    added    incentive    to    provide    outpatient   treatment,    it    also  liberalized 
the    list    of    allowable    ambulatory    procedures,    modified    the    maximum  allowable 
rates   for   certain   procedures   and   designated   selected   services   as   payable   in  OP 
settings    only.    Additionally,    ILLINOIS    initiated    payment    add-ons    to    the  regular 
procedure  rates  for  certain  services  performed  in  a  physician's  office. 

Other  payment  strategies  initiated  by  states  to  increase  outpatient 
utilization  include  NEBRASKA'S  policy  to  allow  for  payment  of  some  non- 
emergency   services    in    the    ER    and    MARYLAND'S    supplemental    payments  for 


certain  procedures  performed  in  a  home  or  private  office  setting.  Additionally 
as  part  of  the  trend  recognizing  a  variety  of  outpatient  treatment  settings, 
WASHINGTON    and    ALABAMA    adopted    ambulatory   surgical    center   fee  schedules. 

Reimbursement  for  Dually-Eligible  Medicaid  Recipients  -  A  number  of 
states  set  limits  or  modifications  on  the  amount  of  payment  for  Medicare 
deductibles  and  copayments  for  dually-eligible  recipients.  ARKANSAS,  ALA- 
BAMA, MICHIGAN,  NEW  YORK,  TEXAS  and  TENNESSEE  modified  reimburse- 
ment policies  that,  for  the  most  part,  limit  Medicaid  reimbursement  of  Medi- 
care Part  A  and  Part  B  coinsurance  and  deductibles  to  a  maximum  of  the  Med- 
icaid-only  rate.  Medicaid  recipients  may  not  be  billed  for  remaining  charges. 

ADMINISTRATION  &  MANAGEMENT 

States  continued  in  various  ways  to  improve  efficiency  in  their  operations 
and  develop  more  cost-effective  alternative  delivery  systems  such  as  managed 
care  systems.  The  most  common  action  was  to  amend  utilization  controls  on 
services  requiring  prior  authorization.  Interestingly,  almost  as  many  states 
added  a  prior  approval  requirement  as  withdrew  such  a  requirement;  the  ser- 
vices affected  by  these  changes  go  across  the  board  from  personal  care  and 
inpatient  psychiatric  care  to  certain  drugs  and  dental  services.  States  also 
strengthened  their  fraud  and  abuse  statutes  and  expanded  or  modified  their 
nursing  home  preadmission  screening  programs. 

Prepaid  and  Managed  Health  Care  -  While  voluntary  enrollment  in  HMOs 
continues  to  be  the  most  popular  method  of  implementing  managed  care  sys- 
tems for  Medicaid  recipients,  the  broadened  definitions  of  this  care  permitted 
by  the  1981  Omnibus  Budget  Reconciliation  Act  (OBRA)  and  longer  experience 
with  these  arrangements  are  prompting  further  experimentation  and  growth 
with  other  types  of  managed  care  systems.  These  include  mandatory  enrollment 
in  HMOs  or  other  prepaid  health  plans  (PHPs),  fee-for-service  primary  care 
case  management  programs  (PCCMs),  contracts  with  health  insuring  organiza- 
tions for  the  management  of  PCCMs,  and  partial  capitation  systems. 

These  alternative  delivery  systems  are  moving  beyond  the  demonstration 
phase  and  are  on  their  way  to  becoming  a  common  feature  of  many  Medicaid 
programs;  as  of  March,  1986,  22  states  were  contracting  with  either  HMOs  or 
PHPs  or  both.  However,  only  about  4%  of  all  recipients,  approximately  830,600 
people  were  actually  enrolled  in  HMOs  or  PHPs.  Another  822,500  were  enrolled 
in  HIOs  or  in  demonstration  programs  at  that  time  (the  majority  of  whom  are 
in  the  Texas  HIO,  which  has  been  in  operation  since  1977). 

In    1986,    several    states    implemented    new    contracts    (ALABAMA    and  NEW 
HAMPSHIRE)     or     expanded     contracts     (FLORIDA,     WASHINGTON,     and  WISCON- 
SIN)   with    HMOs    and    several    others    indicated    significant    growth    in  enrollment 
numbers    in    existing    plans.    Other   states'    Medicaid   programs   initiated   or  expand- 
ed   primary    care    case    management    programs    (e.g.,    CONNECTICUT,  KENTUCKY, 
OREGON,    PENNSYLVANIA,    and    WASHINGTON).    The    Medicaid    program    in  INDI- 
ANA   now    contracts    with    an    HIO,    which    assumes    the    risk    for    all  expenses 
except  long  term  care. 

States    with    a    longer    history    of    involvement   with    managed    care  modified 
the   terms   or   conditions   under  which    HMOs   could   contract   with   the   state.  For 
example,    CALIFORNIA    permitted    the    Medicaid    agency   to    increase   the  12-month 
risk   limit  amount.   At  the  same  time  the   legislature   cut  funds  for  the  "Expand- 
ed   Choice"    program,    halting   the    move   toward    mandatory    HMO/PHP  enrollment. 
OHIO    passed    a    law    establishing    a    legislative    oversight    committee    to  monitor 
the   contracts   between   Medicaid   and   HMOs.   TENNESSEE   passed   a   law  granting 
exceptions    from    HMO    licensing    requirements    for    certain    providers    and  TEXAS 
now  allows  prepaid  health  plans  to  provide  personal  care  services  to  individuals 


in  contracted  personal  care  facilities.  HAWAII  passed  legislation  authorizing  a 
demonstration  program  to  guarantee  6  months  of  enrollment  in  HMOs  or  PHPs 
(as  permitted  by  COBRA);  similarly  WASHINGTON  is  proposing  a  six-month 
"stay-in"  policy  requiring  HMO  enrollees  to  remain  in  the  plan  as  long  as  they 
remain  Medicaid-eligible. 

Third  Party  Liability  &  Claims  Payments  -  Many  legislatures  found  it 
necessary  to  amend  state  codes  in  order  to  clarify  the  Medicaid  program's 
payment  responsibilities.  ARIZONA,  ALASKA,  and  MARYLAND  modified  their 
time  requirements  for  submission  of  claims,  or  specified  when  exceptions  could 
be  made.  In  COLORADO,  payment  delays  attributable  to  the  fiscal  intermediary 
led  the  legislature  to  call  for  an  investigation  into  the  state's  contract  with 
the  fiscal  agent.  OREGON  implemented  a  statewide  electronic  claims  processing 
system  for  hospitals  already  linked  to  the  Medicare  electronic  system. 

In  order  to  determine  whether  applicants  or  recipients  have  any  third 
party  coverage,  the  federal  government  requires  (under  COBRA)  as  a  condition 
of  eligibility,  cooperation  in  identifying  all  liable  parties.  KENTUCKY,  LOUIS- 
IANA, MAINE  and  OHIO  passed  laws  requiring  additional  organizations  (i.e., 
other  public  assistance  agencies,  financial  institutions  or  insurers)  to  cooperate 
in  identifying  other  resources  or  health  insurance  coverage  available  to  appli- 
cants or  recipients. 

Other   states    updated   their   laws   to    allow    Medicaid   to    require  subrogation 
of    rights    to    third    party    payments    by    applicants    or    recipients    and  amended 
statutes   to    prevent   subrogation    rights   from    being    affecting    by   failure   to   file  a 
lien    on    a    timely    basis.    States    that    adopted    these    changes    include  ALASKA, 
FLORIDA,  OKLAHOMA,  RHODE  ISLAND  and  SOUTH  CAROLINA. 

Fraud  and  Abuse  -  Almost  a  dozen  states  enacted  changes  in  their  fraud 
and  abuse  statutes.  ILLINOIS  passed  a  package  of  five  bills  designed  to  crack 
down  on  providers  convicted  of  fraud  who  continued  operating  after  conviction. 
The  actions  taken  include:  permitting  the  medical  licensing  board  to  impose 
licensing  restrictions  or  sanctions  against  providers  terminated  from  Medicaid; 
creating  several  new  offenses;  and  permitting  recipient  "lock-in"  to  control 
overutilization  by  restricting  the  recipient  to  the  use  of  one  primary  provider. 

ARIZONA  stiffened  its  civil  penalties  for  fraudulent  claims,  CALIFORNIA 
laid  out  procedures  for  suspension  of  providers  convicted  of  fraud,  DELAWARE 
made  kickback  schemes  unlawful  practices,  FLORIDA  established  penalties  for 
refusing  access  to  the  Medicaid  Fraud  Control  unit,  and  MARYLAND  added  the 
use  of  unauthorized  Medicaid  cards  by  non-recipients  in  the  list  of  fraudulent 
actions.  OHIO,  SOUTH  DAKOTA,  UTAH,  VIRGINIA,  and  WISCONSIN  added  spe- 
cified offenses  to  their  fraud  statutes.  PENNSYLVANIA  created  a  select 
committee  to  investigate  the  incidence  of  fraud  in  the  Medicaid  program  and 
the  state's  response  to  it.  NEW  YORK  expanded  fraud  and  abuse  controls  to 
include  requirements  for  provider  re-enrollment  at  regular  intervals. 

Medicaid  Admissions  to  Nursing  Homes  -  Several  states  modified  their 
existing  nursing  home  preadmission  screening  programs  or  expanded  smaller 
programs  to  statewide  operations  this  year.  In  CALIFORNIA,  where  a  pread- 
mission screening  program  has  operated  in  parts  of  the  state,  the  legislature 
required  implementation  of  a  statewide  program  by  July  1986  and  required  all 
hospitals  and  nursing  homes  to  participate.  CONNECTICUT  modified  a  law 
passed  last  year  to  specify  those  services  that  would  be  covered  as  community 
based  alternatives  to  nursing  home  admission;  it  also  required  implementation 
by  January,  1987.  KENTUCKY  mandated  a  program  for  all  SNF  applicants  re- 
gardless of  payment  source,  to  be  implemented  statewide.  MARYLAND  modified 
its    existing    program    by    requiring    the    screening    process   to    include  information 


about    alternatives    to    nursing    home    care.    Both    MARYLAND    and  MINNESOTA 
required   payment  for  the   screening   by   Medicaid   for   current   recipients,   and  the 
latter  specified   the   composition   of  the   screening   team.   NEW  JERSEY   has   a  bill 
pending  to  establish  a  program  with  prescribed  procedures  for  its  operation. 

In  other  states,  concern  about  Medicaid  recipients'  access  to  nursing 
homes  resulted  in  a  number  of  laws  and  rules  affecting  long  term  care 
facilities.  CALIFORNIA  passed  a  law  prohibiting  nursing  homes  from  requiring 
applicants  to  sign  any  admissions  agreement  that  would  involve  additional 
payments  over  the  Medicaid  rate.  KENTUCKY  and  NEBRASKA  enacted  laws  to 
prohibit  discrimination  against  recipients.  MAINE  issued  a  rule  prohibiting 
provider  discrimination  against  Medicaid  LTC  residents  and  established  a 
waiting  list  procedure  for  facility  admissions.  OREGON  also  promulgated 
comprehensive  regulations  protecting  Medicaid  patients  in  nursing  homes  from 
discrimination.  In  VIRGINIA,  a  committee  was  created  to  study  the  problem. 

OTHER  (See  following  section  for  Indigent  Care  highlights.) 

Home    and    Community    Based    Services   for   the    Elderly    &    Disabled    -  The 
ALASKA    legislature    urged    the    U.S.    Department    of    Health    and    Human  Services 
to   ease   restrictions   on   granting   Section   2176  waivers  for   home   and  community 
based    alternatives    to    nursing    homes.    MAINE,    NEW    JERSEY,    and    RHODE  IS- 
LAND   received    approval    for    waiver    projects    devoted    to    physically  disabled 
adults.    In    VERMONT,    the    legislature    authorized    the    program    to    apply    for  a 
waiver    to    provide    home    and    community    based    services    for    the    elderly  and 
disabled.     CALIFORNIA    passed     a    law    establishing     pilot    projects    to  provide 
supplemental    personal    care   services   to   seniors   living    in    residential   facilities  but 
who  would  qualify  for  nursing  home  care.  The  program  may  be  able  to  operate 
under  the  existing  21 76  waiver,  but  if  not,  a  waiver  application  is  authorized. 

Nursing  Home  Bed  Construction  or  Conversions  -  KENTUCKY  passed  leg- 
islation allowing  hospitals  to  transfer  beds  to  dually  licensed  status  (acute  and 
SNF)  up  to  a  certain  level  without  certificate-of-need  (CON)  approval.  ALA- 
BAMA, MISSOURI  and  MISSISSIPPI  authorized  extensions  of  their  moratoriums 
on  nursing  home  construction  while  MINNESOTA  established  a  task  force  to 
examine  the  need  for  continuing  its  moratorium.  TEXAS  authorized  exceptions 
to  its  moratorium  on  additional  Medicaid  contracts  with  nursing  homes. 

Studies  and  Task  Forces  -  The  potential  for  expanding  the  availability  of 
long  term  care  insurance  through  the  private  marketplace  continues  to  com- 
mand the  attention  of  many  states.  A  number  of  those  states  are  exploring  a 
limit  on  the  amount  of  assets  that  Medicaid  could  require  a  person  to  divest  as 
an  incentive  for  purchase  of  private  LTC  insurance.  They  include  CONNECT- 
ICUT, INDIANA,  MASSACHUSETTS,  NEW  YORK,  and  WISCONSIN. 

Other   studies    newly   authorized   in    1986   include   a   comprehensive   study  of 
the   long   term   care   system   in   HAWAII;   a   legislative   committee   on   care   for  the 
developmentally    disabled    in    ILLINOIS;    and    in    MICHIGAN,    a    study    of  Medicaid 
and  other  state  funds  used  to  care  for  AIDS  patients. 

Public  Funding  for  Abortion  -  MISSOURI  passed  a  law  prohibiting  the  use 
of  all  public  funds  in  performing,  assisting  or  providing  counseling  for 
abortions.  The  U.S.  Congress  attempted  to  amend  the  DISTRICT  OF  COLUM- 
BIA'S budget  in  order  to  restrict  all  city  funds,  including  Medicaid,  from  being 
used  to  pay  for  abortions  not  necessary  to  save  the  mother's  life;  the  measure 
was  defeated. 


HIGHLIGHTS  AND  TRENDS  IN  STATE  INDIGENT  CARE  PROGRAMS 


Over  the  past  several  years,  several  state  legislatures  have  authorized- 
sweeping  changes  in  their  programs  to  finance  indigent  or  uncompensated  care. 
For  example,  in  1985,  ARKANSAS,  SOUTH  CAROLINA  and  TEXAS  enacted  laws 
that  made  major  structural  changes  in  eligibility  criteria  for  indigent  care 
programs  or  in  their  financing  mechanisms.  Several  other  states  made  more 
modest  modifications  to  their  indigent  care  programs  during  1985.  In  contrast, 
most  state  legislatures  took  a  more  cautious  approach  to  indigent  care  issues 
in  1986. 

EFFECTS  OF  STATES'  BUDGET  CRISES 

Several  energy  producing  states  have  been  hard  hit  by  the  steep  decline 
in  oil  prices.  Although  state  budgets  were  cut  due  to  mounting  deficits, 
indigent  care  programs  generally  were  spared  major  reductions.  For  example,  in 
TEXAS,  where  the  state  experienced  a  $3.5  billion  deficit,  there  were  not 
substantial  cuts  in  the  three  new  indigent  care  programs  enacted  by  the 
legislature  in  1985  and  in  the  early  stages  of  implementation. 

However  in  ALASKA,  where  approximately  80%  of  state  revenues  depend 
on  oil,  the  Governor  ordered  $550  million  in  spending  cuts  resulting  in  a  45% 
cut  in  funds  for  the  general  relief  medical  program.  In  addition,  state  funding 
for  the  catastrophic  health  program,  which  assists  those  with  very  high  health 
expenses  but  limited  resources,  received  no  funds  for  FY  87.  However,  some 
essential  services  in  the  indigent  care  program  were  reinstated  through  a 
$750,000  allocation  in  FY  87. 

Some  farm  states  were  also  affected  by  large  budget  deficits  in  1986.  in 
KANSAS,  for  example,  there  was  a  $14  million  cut  in  the  indigent  care 
program.  This  resulted  in  the  elimination  of  almost  all  outpatient  services 
under  the  so-called  MediKan  program  and  a  limit  on  general  inpatient  hospital 
services  to  $225  per  recipient  per  fiscal  year. 

CALIFORNIA'S   budget   situation   also   resulted    in   a   battle   over  the    level  of 
indigent    care    funding.    Governor    Deukmejian    slashed    a    total    of    $706  million 
from   the   state's    budget   to   fulfill    his    goal    of   keeping    a   $1    billion    reserve  in 
the    state    treasury.    In    the    FY    87    budget    act,    a    $50    million    increase    in  the 
indigent   care   program   was   vetoed.   The    legislature   then   restored   the   funds  but 
the    Governor   authorized    only    half   of  the    money   to    be   spent,    leaving   the  re- 
maining  $25   million   to   be   taken   up   again   when   the   legislature   reconvenes  for 
its    1987    session.    Also    vetoed    were    bills    that    would    have    provided  financial 
relief    to    rural    hospitals    and    hospitals    caring    for    a    disproportionate    share  of 
indigent    patients,    one    that    would    have    established    a    task    force    to  study 
uncompensated    care,    and    another   that   would    have    established    a    health  insur- 
ance   risk    pool    for    the    medically    uninsurable.    All    will    be    the    subject  of 
continued  debate  in  1987. 

CHANGES  IN  ELIGIBILrTY,  SERVICES  AND  MANAGEMENT 

During  1986,  legislatures  in  CONNECTICUT,  GEORGIA,  INDIANA,  IOWA, 
MICHIGAN,  MISSISSIPPI,  MONTANA,  NEW  JERSEY,  NEW  YORK,  SOUTH  DA- 
KOTA, and  WISCONSIN  made  some  changes  in  eligibility,  services  or  manage- 
ment of  their  indigent  care  programs.  However,  in  general,  1986  state  actions 
do  not  approach  the  magnitude  of  actions  taken  by  other  states  in  recent 
years. 


The  MISSISSIPPI  legislature  abolished  its  state-funded  indigent  care  prog- 
ram, budgeted  at  approximately  $3  million  per  year,  and  replaced  it  with  an 
expansion  in  Medicaid  eligibility.  The  theory  behind  the  legislature's  action  was 
that  expanding  AFDC  and  Medicaid  eligibility  from  approximately  16%  of  the 
federal  poverty  level  to  50%  would  allow  the  state  to  capture  federal  matching 
funds  for  services  formerly  paid  for  by  state  funds.  In  two  separate  laws,  the 
MISSISSIPPI  legislature  also  allowed  two  poor  counties  to  use  county  funds  for 
medical  services  provided  to  indigent  residents.  These  laws  were  necessary 
because  MISSISSIPPI'S  counties  do  not  have  home  rule  authority. 

In    1985,    NEW  YORK  decided   to   discontinue   its   experimental   all-payer  rate 
setting    mechanism,    through    which    charity    care    and    bad    debt    expenses  were 
shared    by   all   payers,    including   Medicare   and   Medicaid.      Under  the   system  a- 
dopted    by  the   state   to    replace   the   all   payer  system,    Medicare  reimbursements 
were  to  be  made  on  the  basis  of  DRGs,  although  Medicare  was  still  to  be  held 
indirectly   liable  for  uncompensated   care  costs  through   a  4.5%  assessment  levied 
on   hospitals'   Medicare   revenues.   In   April,   1986,   the   NEW  YORK  Supreme  Court 
voided  this   law  on  the   grounds  that  the   U.S.  Congress  intended  that  Medicare 
revenues  be  used  only  for  Medicare  patients  and  had  already  enacted  a  method 
for    dealing    with    uncompensated    care,    through    the    Medicare  disproportionate 
share  adjustment. 

In  response  to  the  court's  decision,  the  NEW  YORK  legislature  revised  the 
stricken  statute.  S.B.  9477  levied  an  across  the  board  assessment  of  1.9%  on  all 
inpatient  hospital  revenues  to  replace  the  $160  million  that  would  have  been 
generated  by  the  Medicare  assessment.  The  assessment  will  be  3.8%  for  the 
balance  of  calendar  year  1986  to  generate  the  same  amount  of  revenue  that 
would  have  been  collected  if  the  law  had  been  in  effect  for  the  full  year.  The 
new  law's  purpose  is  to  replace  the  lost  Medicare  revenue;  the  only  significant 
difference  is  that  it  taxes  hospitals  directly  instead  of  assessing  Medicare. 

Another  all-payer  rate  setting  state,  NEW  JERSEY,  approved  a  law  in 
January  1987,  amending  the  manner  in  which  hospitals'  uncompensated  care 
costs  are  reimbursed.  Before  the  legislation  passed,  each  hospital's  rates 
reflected  the  level  of  uncompensated  care  through  a  hospital-specific  mark-up 
on  all  payers'  reimbursement  rates.  However,  urban  hospitals  with  high  indigent 
care  caseloads  found  themselves  at  a  competitive  disadvantage  in  marketing 
their  services  to  HMOs  and  PPOs.  The  legislature  set  up  the  NEW  JERSEY 
Uncompensated  Care  Trust  Fund  to  pool  the  funds  from  an  across-the-board 
mark-up  of  10.5%  (a  rate  subject  to  the  approval  of  the  state  health  commis- 
sioner) on  the  rates  charged  to  all  payers  by  all  hospitals.  Hospitals  not 
providing  a  certain  level  of  indigent  care  will  owe  money  to  the  fund  and 
those  providing  more  than  the  level  will  receive  additional  payments.  Medicare 
continues  to  participate  in  this  rate-setting  system  under  a  federal  waiver. 

The  WISCONSIN  Hospital  Rate  Setting  Commission  issued  a  rule  that 
amends  hospital's  reporting  requirements  for  charity  care  and  bad  debt  by 
distinguishing  the  two  based  on  the  patient's  ability  to  pay.  It  also  required 
hospitals  to  submit  a  charity  care  policy  detailing  the  income  criteria  to  be 
used  in  determining  ability  to  pay  and  describing  other  procedures  that  will  be 
used  to  set  a  target  level  or  "fair  share"  capacity  to  provide  charity  care.  The 
commission  also  established  incentives  in  the  context  of  the  rate  setting 
process  for  hospitals  to  meet  and  exceed  this  target  level. 

MONTANA  modified  its  income  eligibility  standards  for  both  general  relief 
and    general    relief    medical    services.      The    two    programs    have    different  stan- 


dards;  people  with  somewhat  higher  incomes  are  eligible  to  receive  medical 
services  even  though  they  are  not  eligible  for  cash  assistance.  H.B.  33  XX 
lowered  the  income  standards  for  the  medical  program  for  one  person  house- 
holds but  raised  them  for  larger  households.  For  example,  the  new  law  permits 
three  person  households  whose  incomes  do  not  exceed  $526  per  month  to  re- 
ceive medical  services  necessary  to  treat  serious  medical  conditions.  The 
corresponding  income  standard  under  the  old  law  was  $400. 

INDIANA  was  one  of  the  few  states  to  make  substantial  changes  in  its 
indigent  care  program.  Under  previous  law,  the  state  set  eligibility  standards 
based  on  AFDC  standards,  but  the  program  was  totally  funded  and  administered 
by  the  counties.  The  law  shifts  the  administration  of  the  program  to  the 
Department  of  Public  Welfare  and  removes  the  requirement  that  eligibility 
standards  be  pegged  to  AFDC  eligibility  criteria.  The  law  sets  up  temporary 
financial  eligibility  criteria,  which  are  to  remain  in  effect  until  January  1988, 
after  which  eligibility  is  to  be  set  by  rule  and  adjusted  at  least  every  two 
years.  The  temporary  financial  eligibility  sets  the  maximum  monthly  income  for 
a  three  person  household  at  $377.40. 

The    INDIANA    law    also    alters    the    program's    funding    and  reimbursement 
structure.    It   requires   counties   to   levy   a   property  tax  to  fund   the   program,  and 
stipulates    how    much    revenue    the    tax    should    generate.    Some    revenues  from 
other   county  taxes   are   also   made   available  for  use   by  the   indigent  care  prog- 
ram.  The    state    is    permitted,    but    not   required,   to    appropriate   funds.  Therefore, 
liability    for    funding    the    program    rests    with    the    counties,    though    the  state 
actually   pays   the    bill.    Reimbursement   to    hospitals    is   set   initially   at   two  thirds 
of  the   amount   of  claims   submitted,   except  that  the  state   and  the   counties  are 
not  liable  for  payments  that  can   not  be  covered  by  funds  in  the  indigent  care 
account.  The   state   may  pay   more  than  two  thirds   of  the   amount  submitted  on 
claims   if  there   are   sufficient  funds   in   the   account   at  the   end   of  the   year  to 
enable  it  to  do  so.   H.B.   1085  also  changes  the  scope  of  services  provided  by 
the     indigent    care    program.     Under    previous     law,    services    were    limited  to 
emergency    care.    The    law    permits    care    to    be    rendered    by    a    hospital    if  the 
absence    of    immediate    medical    attention    would    probably    result    in:    placing  a 
person's    life    in    jeopardy;    serious    impairment    of    bodily    functions;    or  serious 
dysfunction   of  any   bodily  part.   Non-hospital   based   care   continues  to   be  a  non- 
covered    service.    The    law    also    directs    the    Health    Department   to    establish  a 
statewide    data    collection    system    to    gather    information    about    patient  demo- 
graphics and  types  and  costs  of  services  provided  by  hospitals. 

GEORGIA  made  minor  revisions  in  funding  programs  for  the  medically 
indigent.  S.B.  56  requires  that  proceeds  from  the  sale  or  lease  of  a  publicly 
owned  hospital  be  placed  in  a  trust  to  provide  care  to  indigent  people  residing 
in  the  hospital's  service  area.  If  proceeds  from  the  sale  or  lease  exceed 
$100,000,  then  only  interest  from  the  principal  may  be  used  to  fund  care.  If 
proceeds  do  not  exceed  $100,000,  then  the  principal  may  also  be  used. 

SOUTH  DAKOTA'S  H.B.  1077  permits  county  commissioners  to  adopt  stan- 
dards for  the  amount,  duration  and  scope  of  both  emergency  and  non-emer- 
gency indigent  care  services.  CONNECTICUT  amended  the  manner  in  which 
local  communities  pay  indigent  care  bills.  Rather  than  paying  hospitals  directly, 
towns  will  forward  bills  to  the  state,  which  will  pay  hospitals  the  full  amount 
and  then  charge  the  towns  1 0%  of  the  total  bill. 

In  its  FY  87  appropriations  act,  the  MICHIGAN  legislature  authorized  a 
modest  expansion   of  benefits   by  covering   dentures,   hearing   aids  and  eyeglasses 


to  all  people  eligible  for  the  indigent  care  program.  Previously,  these  benefits 
were  made  available  only  to  those  participating  in  workfare  programs.  More 
significantly,  the  legislature  directed  the  Department  of  Social  Services  to 
redesign  the  program  by  substituting  provider-managed  ambulatory  care  plans 
and  other  forms  of  authorized  care  plans  for  the  current  system,  which  re- 
quires written  authorization  by  the  local  department  for  recipients  to  receive 
services.  The  new  system  will  take  effect  no  sooner  than  July,  1987.  Similarly 
most  general  assistance  recipients  in  OREGON  will  be  required  to  participate  in 
a  primary  physician  and  primary  pharmacy  lock-in  program. 

MATERNITY  CARE 

MICHIGAN    joined    MASSACHUSETTS    in    providing    the    funds    to  guarantee 
the    availability    of    prenatal    care    to    any    woman    unable    to    afford    this  care 
whose    income    is    under   185%   of  the   federal    poverty   level.    In    MICHIGAN,  this 
was    accomplished    by    designating    prenatal    and    postpartum    care    as    a  basic 
health    service    in   the   state's   public   health    code.   As   such,    it   must   be  made 
available   to    all   women   who    are   pregnant   regardless    of   income.    Funds    of  $5 
million   were   allocated   to   pay   for  this   care.   A   legislative   attempt   to    make  the 
MASSACHUSETTS    "Healthy    Start"    program    an    entitlement    failed;    the  program, 
however,   did    receive   about   $15   million   to   provide   pregnancy-related   services  to 
all   pregnant  women  with   incomes   under  185%  of  the  federal   poverty   level.  And 
in    MARYLAND,    $1.5    million    was    appropriated    to    fund    the    prenatal  assistance 
program    to    provide    maternity   care   services   to    pregnant   women    under   age  21 
who  are  below  the  federal  poverty  line  but  ineligible  for  Medicaid. 

lOWA's  indigent  care  program  is  operated  through  the  University  of 
Iowa's  Medical  Center,  which  receives  approximately  $25  million  in  state  funds 
to  treat  indigents  and  support  health  professionals'  education  and  training. 
Under  this  system,  counties  are  permitted  to  refer  a  certain  number  of  non- 
obstetrical  and  non-orthopedic  indigent  patients  and  an  unlimited  number  of 
obstetrical  and  orthopedic  indigent  patients  to  the  university's  medical  center 
for  free  treatment.  Costs  of  providing  care  to  patients  at  the  university  are 
financed  through  a  state  appropriation;  counties  are  responsible  for  the  costs 
of  caring  for  indigents  treated  within  their  borders.  This  system  results  in 
many  pregnant  women  having  to  travel  a  considerable  distance  to  obtain  pre- 
natal care  and  spending  the  last  portion  of  their  pregnancies  in  close  proximity 
to  the  university's  hospital. 

In  its  FY  87  appropriations  act,  the  legislature  decentralized  the  program 
somewhat  by  reallocating  $1.1  million  of  the  funds  targeted  for  obstetrical  care 
at  the  University  of  Iowa  to  the  counties.  Each  county  will  receive  $1,400  per 
obstetrical  patient  for  a  specified  number  of  patients.  The  formula  for  deter- 
mining how  many  patients  each  county  is  allotted  is  based  on  the  number  of 
live  births  in  the  county,  not  counting  women  who  deliver  babies  at  the  uni- 
versity medical  center.  However,  each  county  will  be  given  funds  for  at  least 
four  patients  regardless  of  the  number  of  births.  The  IOWA  legislature  also 
signaled  its  intent  to  completely  decentralize  the  obstetrical  portion  of  its 
indigent  care  program  by  July,  1988,  but  implementation  of  this  provision  is 
likely  to  be  controversial.  Finally,  the  legislature  authorized  the  Department  of 
Human  Services  to  seek  grant  or  foundation  funds  to  study  and  implement 
alternative  methods  to  improve  financial  access  to  medical  care  for  the  state's 
rural,  underinsured  residents,  and  approved  matching  funds  of  up  to  $150,000  if 
the  department  succeeds  in  obtaining  a  grant. 


LIMITS  ON  TRANSFERRING  INDIGENT  PATIENTS 


Earlier    this    year,    Congress    passed    a    provision    requiring    hospitals  partici- 
pating   in    Medicare    to    provide    emergency    care    to    people    regardless    of  their 
ability    to    pay,    and    prohibited    hospitals    from    transferring    patients    unless  their 
condition    has    been    stabilized    or    a    doctor   certified    that    a   transfer   would  be 
beneficial  to  the   patient.   Fines   of  up  to  $25,000   can   be   imposed   on  hospitals 
or  physicians  who  do   not  comply  with  the   law's   requirements.      In  addition,  six 
states      (FLORIDA,      LOUISIANA,      MARYLAND,      MASSACHUSETTS,  PENNSYLVA- 
NIA,   and    TENNESSEE)    enacted    laws    designed    to    limit    the    conditions  under 
which   hospitals   may  transfer  patients   because  they  do   not   have   insurance  and 
are   unable  to   pay  for  their  care.      TEXAS   enacted   a  similar  measure   last  year 
as  part  of  its  overhaul  of  indigent  care  funding. 

The  FLORIDA  law,  S.B.  1036,  prohibits  hospitals  maintaining  full-service 
emergency  rooms  from  refusing  to  admit  patients  based  on  economic  criteria  or 
indigence.  In  cases  where  they  are  unable  to  render  appropriate  care,  the  bill 
requires  that  hospitals  stabilize  patients  before  transfer,  arrange  transpor- 
tation, if  necessary,  notify  the  hospital  to  which  the  patient  is  being  trans- 
ferred, and  provide  available  medical  records  to  the  receiving  hospital. 

LOUISIANA'S  law  prohibits  hospitals  from  denying  emergency  services  to 
people  because  they  are  unable  to  pay,  or  on  account  of  race,  religion,  or 
national  ancestry.  It  also  prohibits  arbitrary,  capricious  or  unreasonable 
discrimination  based  on  age,  sex,  physical  condition  or  economic  status.  Emer- 
gency services  are  defined  as  those  usually  available  and  that  must  be  provided 
immediately  to  stabilize  a  condition  that  could  reasonably  be  expected  to  result 
in  death,  serious  permanent  disfigurement  or  loss  or  impairment  of  function. 
It  also  includes  care  necessary  to  provide  for  a  woman  in  active  labor,  if  the 
hospital  provides  obstetrical  services,  or  transfer  of  a  woman  in  active  labor. 

MARYLAND'S  new  law,  S.B.  711,  does  not  specifically  prohibit  transfers 
based  on  patients'  economic  circumstances.  Rather,  it  directs  the  Department 
of  Health  and  Mental  Hygiene  to  develop  guidelines,  in  consultation  with  the 
state  hospital  association,  for  the  transfer  of  patients.  In  developing  the 
guidelines,  the  state  must  consider  factors  similar  to  those  spelled  out  in  the 
FLORIDA  law.  Similarly,  MASSACHUSETTS'  law,  S.B.  465,  does  not  forbid  hos- 
pitals from  transferring  indigent  patients,  but  it  spells  out  conditions  that  must 
be  met  before  hospitals  can  transfer  indigent  patients. 

The  PENNSYLVANIA  law,  S.B.  293,  requires  hospitals,  as  a  condition  of 
licensure,  to  provide  medically  necessary  lifesaving  and  emergency  health  care 
services  to  people  regardless  of  their  financial  status  or  ability  to  pay.  It  also 
stipulates  that  hospitals  may  transfer  patients  only  when  they  lack  the  staff  or 
facilities  to  "properly  render  definitive  treatment."  Finally,  TENNESSEE'S  law, 
S.B.  1410  requires  the  Department  of  Health  and  the  Environment  to  adopt 
rules  governing  the  transfer  of  hospital  inpatients,  based  on  specified  stan- 
dards. The  law  states  that  patients  should  not  be  involuntarily  transferred  for 
purely  economic  reasons. 

INDIGENT  CARE  STUDY  COMMISSIONS 

Several     other     states,     including     GEORGIA,     KENTUCKY,     NEW  MEXICO, 
PENNSYLVANIA,     TENNESSEE,     VIRGINIA    AND     WASHINGTON,     grappled     with  in- 
digent    care     problems.     However,     instead     of     authorizing     changes     in  these 
programs,    they   opted   to    establish    a   study   commission   to    assess   the  problem 


and  make  recommendations  for  legislative  consideration  next  year.  This  brings 
the  total  number  of  states  that  have  established  indigent  care  task  forces  over 
the  past  three  years  to  thirty  one. 

The  GEORGIA  legislature  approved  two  studies.  In  S.R.  394,  the  Senate 
expressed  its  concern  over  the  sale  or  lease  of  public  hospitals,  which  fre- 
quently results  in  reduced  access  to  care  for  indigents  and  higher  costs  for 
patients  receiving  care  at  the  now  privately-owned  facilities.  The  resolution 
created  the  Health  Care  Supply  and  Financing  Study  to  look  into  these  prob- 
lems and  recommend  solutions  by  December  1986.  The  GEORGIA  House  also 
registered  apprehension  over  the  growing  indigent  care  problem  in  H.R.  716, 
through  which  it  asks  the  governor  to  establish  a  Task  Force  on  Funding  of 
Indigent  Care  Programs.  The  House  wants  the  task  force  to  study  the  problem 
with  an  eye  to  maximizing  federal  funds  in  its  proposed  solutions. 

In  KENTUCKY,  the  Senate  adopted  S.C.R.  59,  which  directs  the  Legisla- 
tive Research  Commission  to  identify  low  income  populations  most  at  risk  of 
being  uninsured  and  develop  model  legislation  to  improve  their  access  to  care. 
It  also  requires  the  commission  to  apply  for  funds  from  the  Robert  Wood 
Johnson  Foundation's  "Health  Care  for  the  Uninsured"  program  to  carry  out 
the  study.  In  the  event  the  money  is  not  secured,  the  commission  is  to 
determine  whether  it  can  finance  the  study  from  its  budget.  Study  results  are 
to  be  submitted  to  the  legislature  by  January,  1988. 

The    NEW   MEXICO   Senate   approved    a   memorial    requesting   the  association 
of    counties,    county    commissions,    the    state    hospital    association,    hospitals  and 
the    home    health    industry   to   develop   model    guidelines   for   administration   of  the 
indigent   care   program   as  well   as   develop   a  comprehensive  approach  to  provid- 
ing health  care  for  medically  indigent  patients. 

As   part   of   a   comprehensive   health   care   cost   containment   act,   the  PENN- 
SYLVANIA   legislature    established    an    independent    health    care    cost  containment 
council    whose    powers    include    collecting    and    analyzing    health    cost    data  and 
studying   indigent  care.  The   law  directs  the   council  to  conduct  a  comprehensive 
study  of  indigent  care  and  submit  a  plan  for  providing   ongoing  services  to  the 
medically   indigent   to   the   General   Assembly   by   July   1,    1988.    In    its   study,  the 
council    must    investigate    the    demographics    of    the    uninsured    population,  their 
access    to    care,    the    effects    of    providing    indigent    care    upon    providers,  and 
methods   of  financing    indigent   care.   An   unusual   feature   of  the   bill   requires  the 
General   Assembly   to   enact   an   indigent   care   program      within    120   days   of  the 
submission   of  the   council's   plan.   The   legislature   is   given   discretion  to   enact  a 
program  based  either  on  the  proposal  submitted  or  to  design  its  own  plan. 

In  VIRGINIA,  the  legislature  passed  three  measures  related  to  indigent 
care.  S.J.R.  32  directed  the  Governor  to  establish  a  Task  Force  on  Indigent 
Health  Care.  Governor  Baliles  announced  his  appointments  to  the  Task  Force  in 
August.  The  Senate  resolution  directs  the  task  force  to  study  all  aspects  of 
the  indigent  health  care  issue,  including  the  feasibility  of  establishing  a  special 
fund  to  pay  for  necessary  care  of  indigent  mothers  and  children,  identify 
problems  specific  to  VIRGINIA,  and  recommend  actions  to  resolve  these 
problems.  In  addition,  the  Senate  also  passed  S.J.R.  87,  which  asks  the  Joint 
Legislative  Audit  and  Review  Commission  to  study  problems  identified  in  the 
funding  formulas  for  two  programs  currently  providing  care  to  the  indigent, 
the  State/  Local  Hospitalization  and  State/Local  Cooperative  Health  Department 
Programs.  The  commission  is  to  make  recommendations  for  formula  revisions 
and  submit  its  results  by  November  15,  1987. 


The  VIRGINIA  House  of  Representatives  also  voiced  interest  in  studying 
indigent  health  care  programs  in  H.J.R.  65.  The  measure  creates  a  joint 
subcommittee  whose  primary  task  will  be  to  study  the  commonwealth's  trauma 
care  system.  But  the  committee  is  also  directed  to  examine  issues  concerning 
the  provision  of  preventive  health  care  services  to  the  indigent  and  to  report 
its  findings  by  November  1 5,  1 987. 

In  WASHINGTON,  the  legislature  created  a  health  care  project  commission 
to  conduct  a  demographic  study  of  people  without  health  insurance  and  design 
a  managed  care  program  to  provide  basic  health  services  for  them  for  an  esti- 
mated cost  of  $50  per  month  per  person.  Services  provided  under  the  program 
are  to  emphasize  preventive  and  primary  health  care,  with  special  attention 
paid  to  prenatal  and  postnatal  care  and  health  care  services  for  children  under 
18.  The  commission  was  directed  to  establish  eligibility  criteria,  administrative 
structures,  provisions  for  monitoring  quality  of  care  provided  to  enrollees,  and 
methods  of  funding  the  program.  Financing  mechanisms  may  include  payments 
by  enrollees.  The  commission  submit  its  report  to  the  legislature  in  early  1 987. 

HEALTH  INSURANCE  RISK  POOLS 

Prior   to    1986,    nine    states    passed    laws    establishing    comprehensive  health 
insurance    associations,    more    frequently    called    risk    pools.    Their    purpose    is  to 
reduce    the    number    of    people    without    health    insurance    by    offering  individual 
insurance    policies    to    people    who    are    considered    poor    risks    because    of  bad 
health   or  pre-existing   conditions.   Risk  pools   do   not  assist  many  poor  people  in 
obtaining   insurance   because  the  premiums   are  too  expensive.   However,  they  do 
help   to    prevent   middle    income    people    in    bad    health   from    becoming  impover- 
ished   through    high    medical    expenses.    As    such,    they    can    play    a   valuable,  if 
limited,    role    in    states'    strategies    to    reduce    the    number    of    medically  indigent 
people    and    the    amount    of    uncompensated    care    costs.    This    year,    two  more 
states,  IOWA  and  TENNESSEE,  enacted  risk  pooling  legislation. 

PHARMACEUTICAL  ASSISTANCE  TO  THE  ELDERLY 

After  years  of  political  promises  and  legislative  battles,  the  NEW  YORK 
legislature  enacted  a  program  for  elderly  pharmaceutical  insurance  coverage  to 
subsidize  the  drug  costs  of  low-income  persons  over  65  years  of  age.  Over  one 
million  elderly  people  will  be  eligible  for  the  program,  although  only  half  are 
expected  to  qualify  for  a  subsidized  drug  benefit  based  on  the  copayments  and 
deductibles  built  into  the  program.  Total  costs  are  estimated  at  approximately 
$150  million.  The  law  establishes  two  types  of  coverage.  Comprehensive  cover- 
age will  require  an  annual  fee  and  copayments  for  each  prescription  with  max- 
imum annual  payments  equal  to  8%  of  income  for  individuals  with  incomes  up 
to  $9,000  ($12,000  for  married  couples).  Catastrophic  coverage  will  be  available 
to  individuals  with  incomes  up  to  $15,000  ($20,000  for  couples)  under  either  a 
premium  plan,  which  requires  quarterly  premiums  to  qualify  for  certain  copay- 
ment  limits,  or  a  deductible  option,  that  would  permit  copayment  limits  after 
the  deductible  had  been  paid.  A  key  cost-containment  feature  of  the  program 
promotes  generic  drugs.  Minor  changes  were  made  to  other  pharmaceutical 
assistance  programs  in  ILLINOIS,  MARYLAND  and  RHODE  ISLAND. 


ABBREVIATIONS  AND  KEY 


KEY  NOTATIONS:  Legislative  bill  numbers  followed  by  a  chapter  number 

(e.g.  SB  1411/Ch.102)  indicates  a  policy  adopted  by  law. 

(MA)  refers  to  a  policy  the  Medicaid  agency  Adopted  by  regulation. 

(MP)  refers  to  a  policy  the  Medicaid  agency  Proposed. 

AFDC:  Aid  to  Families  with  Dependent  Children 
ANDs:  Administratively  Necessary  Days 


CMHC: 

Community  Mental  Health  Center 

COBRA: 

Consolidated  Omnibus  Budget  Reconciliation  Act  of  1985 

CON: 

Certificate  of  Need 

CPI: 

Consumer  Price  Index 

DD: 

Developmentally  Disabled 

DEFRA: 

Deficit  Reduction  Act  of  1984 

DEPARTMENT: 

State  Medicaid  Agency  or  Department  in  which  it  is  housed 

DHHS: 

U.S.  Department  of  Health  and  Human  Services 

DME: 

Durable  Medical  Equipment 

DRG: 

Diagnosis-Related  Group 

EPSDT: 

Early  and  Periodic  Screening,  Diagnosis  and  Treatment 

ESRD: 

End  Stage  Renal  Disease 

ER: 

Emergency  Room 

FFP: 

Federal  Financial  Participation 

FFS: 

Fee-For-Service 

FY: 

Fiscal  Year 

GA: 

General  Assistance 

HCFA: 

Health  Care  Financing  Administration 

HIO: 

Health  Insuring  Organization 

HMO: 

Health  Maintenance  Organization 

ICF: 

Intermediate  Care  Facility 

ICF/MR: 

Intermediate  Care  Facility  for  the  Mentally  Retarded 

IMD: 

Institution  for  Mental  Disease 

IP: 

Inpatient 

LOS: 

Length  of  Stay 

LTC: 

Long  Term  Care 

MAC: 

Maximum  Allowable  Cost 

Ml: 

Medically  Indigent 

MN: 

Medically  Needy 

MR: 

Mentally  Retarded 

MMIS: 

Medicaid  Management  Information  System 

OBRA: 

Omnibus  Budget  Reconciliation  Act  of  1981 

OP: 

Outpatient 

OPD: 

Outpatient  Department 

OTC: 

Over-the-Counter  (Drugs) 

PAS: 

Professional  Activities  Study  (a  survey  by  an  independent  organization  of 

participating  hospitals'  length  of  stay  by  diagnosis  and  by  region) 

PHP: 

Prepaid  Health  Plan 

PRO: 

Professional  Review  Organization 

SNF: 

Skilled  Nursing  Facility 

SOBRA: 

Sixth  Omnibus  Budget  Reconciliation  Act  of  1986 

SSI: 

Supplemental  Security  Income 

TEFRA: 

Tax  Equity  and  Fiscal  Responsibility  Act  of  1982 

TPL: 

Third  Party  Liability 

UCR: 

Usual,  Customary,  and  Reasonable 

UR: 

Utilization  Review 

STATE  CHARTS 
MAJOR  CHANGES  IN  STATE 
MEDICAID  AND  INDIGENT  CARE  PROGRAMS 

January  -  December,  1986 


ALABAMA 


BENEFITS 


ELIGIBILITY 


REIMBURSEMENT 


ADMINISTRATION 
&  MANAGEMENT 


OTHER 


Limits  personal  care  visits 
to  2  times/week  and  elim- 
inates coverage  of  psych- 
iatric nursing  services, 
eff.  4/86:  home  health 
visits  beyond  100/year  can 
no  longer  be  authorized 
after  1/86.  (MA) 

Institutes  coverage  of 
ambulatory  surgical  center 
services  with  recipient 
copayment  requirements. 
(MA) 

Revises  EPSDT  periodic 
screening  schedule  to 
include  additional  screen- 
ing visits  during  the  first 
year  of  life.  (MA) 

Extends  IP  hospital  cov- 
erage for  EPSDT-eligible 
children  requiring  longer 
stays,  with  prior  authori- 
zation and  LOS  restric- 
tions (policy  may  expire 
9/87).  (MA) 

Establishes  coverage  of 
liver  transplants  for 
children  meeting  certain 
medical  requirementsunder 
the  EPSDT  program.  (MA) 

Establishes  coverage  of 
continuous  ambulatory 
peritoneal  dialysis.  eff. 
1/87.  (MA) 

Disallows  sterilization 
reversal  procedures  re- 
sulting from  a  previous 
surgical  sterilization,  eff. 
3/87.  (MA) 


Allows  retroactive  Medi- 
caid coverage  for  nursing 
home  patients  denied 
Medicare  coverage  if  evi- 
dence of  Medicare  recon- 
sideration of  the  denial  is 
submitted  by  the  facility. 
(MA) 


Modifies  earlier  policy 
regarding  reimbursement 
for  dually-eligible  Medi- 
care/Medicaid  recipients: 
will  pay  the  lesser  of  a) 
the  limit  of  reimbursement 
under  Medicare  rules  and 
allowances,  or  b)  total 
reimbursement  under  Med- 
icaid rules  and  allowances 
with  certain  exceptions. 
eff.10/86.  (MA) 

Establishes  a  fee-for- 
service  rate  schedule  for 
OP  hospital  services  and 
for  the  newly  covered  am- 
bulatory surgical  centers. 
(MA) 

Provides  all-inclusive  rate 
for  hemodialysis  supervi- 
sion, training,  counseling 
and  procedures  to  ESRD 
providers,  eff.  1/87.  (MA) 

Develops  monthly  capita- 
tion rate  for  OP  renal- 
related  physician  services 
under  the  ESRD  program 
to  be  pro-rated  based  on 
days  of  service  provided, 
eff.  1/87.  (MA) 

Revises  payment  for  par- 
ticipating ambulance  pro- 
viders to  be  the  lesser  of 
the  provider's  prevailing 
rate  or  the  maximum  al- 
lowable Medicaid  rate,  eff. 
1/87.  (MA) 

Discontinues  payment  for 
IP  surgical  procedures 
which  can  be  safely  per- 
formed in  an  OP  setting. (MA 


Permits  the  Department 
to  enter  into  contracts 
with  HMOs  (HB  669/Ch. 
86-471). 

Requests  that  all  medical 
eligibility  applications  for 
admission  to  nursing 
homes  and  those  for 
admission  to  ICF-MR 
facilities  be  submitted 
within  45  days  of  admis- 
sion.(MA) 

Allows  Medicaid  recip- 
ients to  voluntarily  en- 
roll in  an  HMO.  West 
Alabama  Health  Services. 
Inc.  Medicaid  services 
not  covered  by  the  HMO 
will  continue  to  be  cov- 
ered within  the  allowable 
limits.  (MA) 

Requires  pharmacists  to 
enter  medical  license 
number  of  the  prescrib- 
ing physician  on  the 
Medicaid  claim  form,  eff. 
10/86.  (MA) 

Assigns  responsibility  to 
the  Bureau  of  Licensing 
and  Certification  (Dept. 
of  Public  Health)  for 
monitoring  facility  UR 
activities  on  extended 
care  services.  (MA) 

Requires  prior  authoriza- 
tion, based  on  medical 
necessity,  for  coverage 
of  SNF  services.  (MA) 


Extends  CON  moratorium 
on  the  construction  of 
nursing  home  beds  for 
another  year  to  11/88 
(Governor). 
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ALASKA 


BENEFITS 


Revises  the  priority  list 
among  current  benefits 
and  services  slated  for 
potential  elimination  due 
to  budget  shortfalls  (HB 
98/Ch.105). 

Formally  adds  outpatient 
surgical  centers  to  cov- 
ered clinic  services 
(previously    covered)  (HB 

98/CM05). 

Adds  personal  care  serv- 
ices, certain  adult  dental 
services  and  chiropractic 
services  and  clarifies  the 
definition  of  emergency 
hospital  services  (HB  98 
/Ch.102). 


ELIGIBILITY 


Clarifies  coverage  of 
children  under  21  and 
pregnant  women  in  the 
statute  (HB  98/Ch.102). 


REIMBURSEMENT 


Requires  the  Medicaid 
Rate  Commission  to  de- 
termine rates  with  consid- 
eration for  legislative 
appropriations  limits  and 
requires  redetermination 
of  rates  pursuant  to  re- 
visions in  the  state  plan 
determining  allowable 
costs  (HB98/Ch.102). 

Extends  rate  freeze  for 
physician  and  dental 
services,  eff.  7/86.  (MA) 


ADMINISTRATION 
&  MANAGEMENT 


Defines  prompt  submis- 
sion of  claims  to  be 
within  6  months  of 
service  rendered,  or  12 
months  if  there  is  ano- 
ther third  party  claim, 
with  certain  exceptions 
(HB  98/Ch.102). 

Requires  providers  to 
make  collection  efforts 
from  third  party  payors 
before  billing  Medicaid 
and  allows  subrogation  of 
rights  to  any  third  party 
payment  (HB  98/Ch,102). 


OTHER 


Urges  DHHS  to  ease  re- 
strictions on  granting 
1915(c)  waivers  (home 
and  community  based 
services)  (HJR  58/Adopt- 
ed). 

Indigent  Care  -  Elimi- 
nated the  Catastrophic 
Illness  program  and  does 
not  fund  any  OP  services 
under  the  state-funded 
General  Relief  Medical 
program,  but  allows  lim- 
ited funding  for  drugs 
and  supplies  for  persons 
with  certain  diagnoses 
(HB574/Ch.  130). 

Indigent  Care  -  Enacts  a 
priority  list  of  services 
under  the  state  funded 
General  Relief  Medical 
Program  to  eliminate  ser- 
vices in  FY  87  due  to  a 
45%  cut  in  the  program 
budget  (HB  98/Ch.  102). 

Indigent  Care  -  Permits 
prospective  pro  rata  re- 
duction in  payment  rates 
to  health  facilities  and 
allows  the  Department  to 
contract  with  facilities 
at  less  than  established 
payment  rates  if  mutually 
agreed  to  (HB  98/Ch. 102). 

Indigent  Care  -  Imple- 
ments a  copayment  on  IP 
hospital  services  of  $50 
per  day  up  to  $200  per 
hospital  admission  for 
General  Relief  Medical 
program  recipients.  Rein- 
states some  physician 
services  for  persons  with 
certain  diagnoses  and 
persons  receiving  interim 
assistance  payments  out 
of  a  FY  87  $750,000  allo- 
cation. 
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Deletes  the  provision 
requiring  higher  copay- 
ment  rates  for  MN  recip- 
ients than  for  other  cate- 
gories of  recipients. 

Limits  mental  health 
services  for  recipients  to 
72  hours  per  acute  episode 
and  12  days  per  contract 
year,  eff.  7/86.  (MA) 


NOTE:  All  entries  are  law 
provisions  of  HB  2086/Ch. 
380  of  1986  unless  other- 
wise indicated. 


Raises  total  resource  limit 
for  MN  and  Ml  from 
$30,000  to  $50,000.  Speci- 
fies that  medical  expenses 
cannot  be  used  as  spend- 
down  for  resources. 
eff.10/86. 

Covers  children  under  the 
age  of  18  defined  as  op- 
tionally eligible  under 
Medicaid  (i.e.  children  in 
two  parent  households 
meeting  income  and  re- 
source criteria). 

Grants  AHCCCS  eligibility 
as  of  1/87  to  children 
under  6  whose  households 
currently  receive  food 
stamps  or  whose  family 
incomes  are  below  federal 
poverty  levels. 

Requires  applicants  to 
state  intention  to  reside 
in  AZ  indefinitely. 

Continues  newborn  cov- 
erage up  to  60  consecu- 
tive days  under  the 
indigent  or  MN  mother's 
capitated  rate.  (MA) 


Increases  hospital  reim- 
bursement level  by  4%, 
not  to  exceed  100%  of 
current  billed  charges. 
eff.10/86. 

Requires  providers  to 
reimburse  AHCCCS  for 
100%  of  claims  received 
for  which  duplicate  pay- 
ment is  made  by  another 
third  party  source.  Such 
payments  must  be  reflect- 
ed in  reduced  capitation 
rates  or  shared  with  the 
state. 

Hospitals  in  rural  counties 
that  subcontract  on  a 
non-capitated  basis  are 
required  to  adopt  uniform 
contracting  criteria  for  all 
providers;  reimbursement 
levels  may  vary  only  ac- 
cording to  specified 
criteria. 

Pays  out-of-state  hospital 
services  at  80%  of  billed 
charges.  (MA) 


Requires  counties  to 
process  eligibility  appli- 
cations for  pregnant 
women  on  a  priority 
basis  and  insure  continu- 
ous enrollment  for  preg- 
nant women  until  the 
end  of  the  month  fol- 
lowing the  month  of  es- 
timated date  of  delivery. 

Requires  counties  to 
make  MN  and  Ml  eligi- 
bility determinations 
within  30  days  of  appli- 
cation (or  longer  if 
prescribed  by  rule)  or  be 
liable  for  applicant's 
medical  expenses  after 
that  deadline. 

Allows  AHCCCS  con- 
tracted health  plans  to 
deny  provider  claims 
submitted  for  payment 
more  than  9  months  after 
the  date  of  service  and 
allows  an  exception  from 
the  requirement  that 
provider  claims  be  sub- 
mitted to  AHCCCS  for 
payment  within  9  months 
of  the  data  of  service  in 
cases  of  reinsurance  and 
certain  emergency  claims. 

Changes  methods  for 
applying  eligibility  qual- 
ity control  error  sanc- 
tions on  counties. 

Allows  AHCCCS  admini- 
stration or  contracted 
health  plans  to  deny 
payment  for  health  ser- 
vices not  authorized  or 
deemed  medically  neces- 
sary. 

Extends  time  limit  from 
10  to  30  days  after  ser- 
vices   are    rendered  in 


Reduces  county  contribu- 
tions to  the  AHCCCS 
fund  for  FY  87  to  no 
more  than  33%  of  the 
program's  expenditures  in 
that  county  in  FY  84  and 
establishes  a  task  force 
to  develop  a  new  formula 
for  computation  of 
county  contributions  in 
future  years. 

Allows  county  supervisors 
to  contract  with  any 
qualified  person  to 
provide  all  or  part  of  the 
health  services  funded  by 
federal  or  state  monies 
(SB  1248/1986  Laws). 
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which  AHCCCS  must  file 
a  lien. 

Allows  director  to  impose 
civil  penalties  for  sub- 
mission of  fraudulent 
claims  of  up  to  $2,000 
per  item  or  service  and 
an  additional  assessment 
of  up  to  twice  the  a- 
mount  of  each  fraudu- 
lently claimed  item  or 
service. 

Any  third  party  payor, 
including  AHCCCS,  may 
require  a  hospital  to 
submit  supplemental  in- 
formation to  substantiate 
billing  for  emergency 
services  (SB  1315/  Ch. 
252). 

Requires  prior  authoriza- 
tion and  written  docu- 
mentation for  iP  acute 
mental  health  care  be- 
yond 24  hours.  (MA) 

ARKANSAS 

Limits  physician  consulta- 
tions to  two  per  recipient 
per  fiscal  year,  regardless 
of    location    and  without 
exception.  (MA) 

Adds      enteral  nutrition 
therapy    as    an  in-home 
hyperalimentation  program 
benefit.     Excludes  nutri- 
tional supplementation. 
(MA) 

Adds    coverage    of  lens 
protheses.  (MA) 

Expands  coverage  to  in- 
clude all  pregnant  women 
and  newborns  meeting 
AFDC  income  and  re- 
source standards  for  up  to 
60  days  of  post  partum 
care  for  both  mothers  and 
infants  (prior  to  COBRA 
requirement)  eff.  4/86. 
(MA) 

Pays  50%  of  Medicare  Part 
A  and  B  coinsurance  and 
90%  of  Part  A  and  B  de- 
ductibles for  dually-en- 
titled Medicaid  recipients, 
who  may  not  be  billed  for 
remaining  charges.  (MA) 

Implements  an  across-the- 
board  increase  of  10%  in 
physicians'  fees,  eff.  7/86. 
(MA) 

Sets  an  all-inclusive 
psychosocial  treatment 
rate  for  IP  psychiatric 
facilities,  including 
treatment  by  visiting 
physicians.  (MA) 

Requires  providers  to 
document  in  recipients' 
medical  records  all  ser- 
vices billed  to  Medicaid. 
(MA) 

Initiates  Medicare  cert- 
ification requirements  for 
Medicaid  providers  of 
personal  care  services; 
existing  agencies  as  of 
7/86  are  grandfathered 
in.  (MA) 

Tightens  requirements  for 
receipt  of  personal  care 
services,  including  prior 
approval,  RN  assessment, 
written  care  plan  and 
physician  approval.  (MA) 
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Specifies   that  physicians 
under  hospital  contract  to 
read    all    on-site  electro- 
cardiograms performed  are 
not  eligible  for  additional 
Medicaid  payment  for  pro- 
fessional component.  (MA) 

Limits  the  usual  and  cust- 
omary   charge    for  OTC 
drug   items   to  the  shelf 
price    and    requiring  per 
dosage   unit   charges  for 
cash  customers  to  reason- 
ably compare  to  the  Medi- 
caid    per     dosage  unit 
charge,  eff.  12/86.  (MA) 

Replaces  sole  source  con- 
tract  for   in-home  paren- 
teral     nutrition  therapy 
with  a  global  fee  payable 
to  all  qualified  providers. 
(MA) 

Establishes  a  maximum  al- 
lowable all-inclusive  global 
reimbursement     rate  for 
fontinuni i^s   randal  or  pni- 
dural    anesthesia  admini- 
stered   during    labor  and 
delivery.  (MA) 

Requires  participating 
pharmacists  to  dispense 
lower    cost  generically- 
equivalent    drug  product 
in  most  cases.  (MA) 

CALIFORNIA 

Permits  additions  to  the 
drug    formulary  without 
advisory  committee 
review      for  approved 
drugs  which  only  change 
dosage  or  strength  (SB 
2451/Ch.248). 

Federal  waiver  to  imple- 
ment SB  2242/Ch.1260  of 
1984     which  increases 
copayment  from  $3  to  $5 
for  non-emergency 
services  in  a  hospital  ER 
was  obtained;  eff.5/86. 

Amends  share  of  cost 
requirements  for  MN 
persons  and  extends 
monetary  limits  and 
exemptions  for  resource 
determinations  to 
conform  with  federal 
regulations;  requires  liens 
on  property  for  sale  by 
recipients  be  recorded 
(SB  2328/Ch.  827). 

Extends  provisions 
prohibiting  aliens  from 
eligibility  for  public 
assistance    three  years 

Authorizes  hospital  reim- 
bursement policy  changes 
to  permit  peer  groupings 
of    hospitals    and  ad- 
justments of  interim  pay- 
ment percentages  in  new 
contracts;     also  allows 
recoveries     of  overpay- 
ments     regardless  of 
pending     appeals  (SB 
2451/Ch.248). 

Prohibits       denial  of 
payment  to  primary  care 
clinics  solely  because  a 
proof   of  eligibility  label 

Requires     a  statewide 
nursing   home  preadmis- 
sion   screening  program 
as  of  7/86  for  Medi-Cal 
recipients     only;  short- 
stay  patients  must  have 
discharge  plans  and  be 
reviewed     for  potential 
community-based   care  if 
a     prolonged     stay  is 
indicated;    current  Medi- 
Cal   SNF    residents  not 
prescreened     must  be 
reviewed     for  potential 
community-based  living. 
Hospital    participation  is 

Establishes      a  pilot 
community    care  facility 
demonstration  project 
for  the  elderly  over  the 
next  3  years  to  supple- 
ment care  provided  to 
persons     who  require 
SNF  or  ICF  level  care 
but    can    reside    in  a 
residential/community 
care  facility.  Allows  use 
of   funds   for  personal 
care;  to  be  implemented 
under  the  existing  2176 
waiver   for   frail  elderly 
or  with  a  new  waiver  if 
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BENEFITS 

Covers  rehabilitative 
services  for  brain  injured 
patients  in  a  variety  of 
settings  (AB  3053/Ch. 
258). 

Deems  FDA-approved 
drugs  for  treatment  of 
AIDS  or  ARC  approved 
for  immediate  addition  to 
the  drug  formulary  unless 
removed  by  formal 
procedures  (AB  3323/ 
Ch.1464). 

Covers  Medicare-certified 
hospice  services  only  to 
the  extent  that  no 
additional  net  program 
costs  are  incurred  (AB 
4249/Ch.827). 

Would  reduce  the  number 
of  inpatient  maternity 
days  covered  without 
prior  authorization  from 
three  to  two  days. (MP) 

Implements  a  subacute 
care  program  providing 
care  to  "heavy  SNF" 
patients  in  a  segregated 
unit  in  1)  freestanding 
SNFs  or  2)  general  acute 
care  hospitals  with 
distinct-part  SNFs. (MP) 

Expands  definition  of 
medically  necessary 
services;  would  cover 
services  "reasonable  and 
necessary  to  protect  life, 
prevent  significant  illness 
or  disability  or  to 
alleviate  severe  pain",  as 
stated  in  1985  law.  (MA) 


ELIGIBILITY 

after  entry  (AB  3741  /Ch. 
1402). 

Requires  signature  line 
and  provider  verification 
on  Medicaid  cards  (SB 
499/Ch.  425). 


REIMBURSEMENT 

does  not  accompany  the 
bill  (AB  2918/Ch.202). 

Extends  children's  hospi- 
tal case-mix  reimburse- 
ment system  by  2  more 
years  and  requires  a 
study  to  determine  the 
effect  of  including  crip- 
pled children's  services 
in  Medi-Cal  capitation 
programs  (SB  1367/Ch. 
326). 

Changes  rate  calculation 
method  for  prepaid 
health  plans  from  one 
using  a  percentage  of 
estimated  Medi-Cal  fee- 
for-service  costs  to 
actual  costs  for  certain 
permissive  PHP  situations 
(AB3933/Ch.  1367). 

Requires  drug  manufac- 
turer price  changes  to  be 
reflected  in  the  reim- 
bursement system  every 
month  instead  of  every 
other  month  (AB  2380/ 
Ch.  1103). 

Implements  emergency 
regulations  pursuant  to 
law  to  increase  Medi- 
Cal  provider  rates  for 
obstetrical  care  (+26.5%), 
long  term  inpatient  care 
(+3.0%),  and  mental 
health  and  drug  abuse 
services  (by  formula). 
Also  implements  an  all- 
inclusive  rate  for  adult 
day  health  services  aver- 
aging 16.8%  rate  in- 
crease, eff.  8/86  (AB 
3217/Ch.186/Budget  Act). 

Increases  the  daily  reim- 
bursement rate  for  ICF- 
DD  habilitative  facilities 
to  implement  a  wage 
pass-through  program  for 


ADMINISTRATION 
&  MANAGEMENT 

mandated;  report  due 
3/87  (AB  2684/Ch.213). 

Specifies  procedures  for 
the  suspension  of  provi- 
ders convicted  of  crimes 
of  fraud  and  abuse  and 
requires  immediate  sus- 
pension when  a  provider 
has  been  suspended  from 
Medicare/Medicaid  parti- 
cipation by  the  federal 
government  (SB  2451/Ch. 
248). 

Permits  the  Department 
to  increase  the  12- 
month  risk  limit  for 
contracting  HMOs  based 
on  specified  factors,  but 
limited  to  $35,000  unless 
mutually  negotiated  and 
agreed  to  (SB 
2451/Ch.248). 

States  that  liens  of 
Medicaid  recipients' 
residential  properties 
would  have  the  force, 
effect  and  priority  of  a 
judgment  lien  from  the 
date  it  is  recorded  (AB 
3395/Ch.509). 

Requires  the  director, 
after  a  cost/benefit 
analysis,  to  modify  or 
eliminate  prior  authoriza- 
tion controls  for  any 
treatment  or  supplies 
(except  prescribed  drugs) 
that  cost  less  than  $100 
with  certain  exceptions 
(AB  4217/Ch.775). 

Declares  the  Medicaid 
program  to  be  payor  of 
last  resort  when  the 
recipient  has  other  third 
party  coverage  (converts 
the  TPL  system  from  pay 
and  chase  to  cost  avoid- 
ance); also  permits  the 


OTHER 

not  possible  (SB 
2451/Ch.248). 

Indigent  Care  -  Restores 
$25  million  vetoed  by 
the  Governor  in  the  FY 
87  Appropriations  Act 
for  care  to  the  medi- 
cally indigent  by  county 
health  facilities  (AB 
986/Ch.  892). 

Expresses  support  for 
adequate  appropriations 
in  the  FY  87  Budget 
Act  to  allow  "full  and 
complete  negotiations" 
with  individual  hospitals 
for  Medi-Cal  reimburse- 
ment; also  urges  Gover- 
nor to  evaluate  ade- 
quacy of  Medi-Cal  pay- 
ments to  hospitals  and 
support  appropriate 
funding  in  the  FY  87 
Budget  (SR  44/Adopted). 

Limits  financial  liability 
for  claims  against  the 
Monterey  County  Special 
Health  Care  Authority 
(the  Medi-Cal  pilot 
project  which  ended 
operations  last  year)  to 
that  covered  by  FY  87 
appropriations  (AB  1619/ 
Ch.219). 

Authorizes  the  San 
Mateo  County  Board  of 
Supervisors  to  appoint 
two  of  its  members  to  a 
county  commission  to 
negotiate  for  an  exclu- 
sive contract  for  Medi- 
Cal  services  (AB  4412/ 
Ch.76). 

Extends  authority  of  the 
Santa  Barbara  County 
Special  Health  Authority 
for  3  more  years,  until 
6/90  and  permits  them 
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facility  employees  based 
on  bedsize,  eff.  10/85 
(retroactive).  (MA) 

Eliminates  the  limit  on 
the  frequency  that 
pharmacists  may  bill 
Medi-Cal  for  anti- 
depressants.(MA) 

Establishes  maximum  per 
diem  rates  for  subacute 
services  in  hospital  based 
SNFs  and  in  freestanding 
SNFs.(MP) 

Clarifies  rules  for  pay- 
ment of  physician  ser- 
vices provided  in  a 
teaching  setting.  (MP) 


Department  to  pay  a 
health  insurance  premium 
for  any  beneficiary  who 
has  coverage  but  will 
lose  it  due  to  lapse  in 
employment,  health  status 
or  other  reasons  (AB 
3328/Ch.  940). 

Requests  the  Department 
consult  with  major  Medi- 
Cal  provider  organiza- 
tions in  the  development 
of  the  RFP  for  the  new 
fiscal  intermediary 
contract  (AB  3688/Ch. 
801). 

Limits  the  Department's 
authority  to  offset 
reimbursements  owed  by 
providers  of  pharma- 
ceutical services,  as  a 
result  of  overpayment,  to 
claims  which  arose  dur- 
ing the  audit  period 
which  found  the  overpay- 
ments; also  establishes 
time  limitations  on  con- 
ducting impartial  hear- 
ings on  provider  griev- 
ances regarding  claims  as 
part  of  the  administra- 
tive appeals  process  (AB 
2932/Ch.562). 

Prohibits  nursing  homes 
from  requiring  or  solicit- 
ing, as  a  condition  of 
admission,  that  a  Medi- 
Cal  beneficiary  have  a 
responsible  party  or  an 
agent  sign  or  cosign  an 
admissions  agreement  or 
agree  to  give  the  nursing 
home  the  patient's  share 
of  cost  or  any  other 
charges  not  reimbursed 
by  Medi-Cal;  when  a  pri- 
vate pay  patient  converts 
to  Medi-Cal  status,  any 
security  deposit  must  be 
returned  (AB  3943/Ch. 
1073). 


to  enroll  Medicare-only 
beneficiaries,  extends 
report  date  of  evalua- 
tion to  1/88  and  allows 
county  supervisors  on 
the  Board  to  be  reim- 
bursed (SB  1827/Ch. 
1219). 

Authorizes  Ventura 
County  to  establish  a 
commission  to  negotiate 
an  exclusive  contract 
for  Medi-Cal  sen/ices 
(SB  1854/Ch.  399). 

Requires  the  Insurance 
Department  to  conduct 
a  feasibility  study  of 
public  or  private  LTC 
insurance  policies,  in- 
cluding in-home  sup- 
portive services  and 
consider  Medi-Cal  cost 
savings;  study  due  by 
7/87  (AB  2583/Ch.  236 
with  amendments  in  SB 
2498/Ch.1333). 

Requires  a  committee  of 
participating  Medi-Cal 
dentists  be  established 
to  provide  advise  on 
covered  benefits  by  1/87 
(AB  3632/Ch.1301). 

Requires  a  study,  by 
4/87  of  the  feasibility 
of  offering  multiple  op- 
tions for  health  benefit 
coverage  in  lieu  of  fee- 
for-service  Medi-Cal 
coverage  for  Medicare 
dual  enrollees  (AB 
3204/Ch.1487). 

Requires  a  study  to  de- 
termine the  appropriate 
reimbursement  rate  to 
freestanding  cardiac 
catheterization  labs, 
currently  involved  in  a 
pilot  program  (AB 
375/Ch.  1068). 
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Increases  from  10%  to 
30%  the  amount  a  county 
may  keep  of  the  payment 
recoveries  (SB  2594/Ch. 
1052). 

Extends  provision  for 
paying  interest  on  pay- 
ments made  after  30  days 
from  claim  submittal  to 
non-profit  organizations 
(previously  excluded)  (AB 
3619/Ch.  1300). 

Requires  disclosure  of 
significant  financial 
interest  to  any  third 
party  payor  (AB  4169/ 
Ch.881). 

Increases  the  dollar 
amount  of  the  cost  to 
purchase,  rent  or  repair 
prosthetic  and  orthotic 
appliances  and  durable 
medical  equiptment  to 
$100  before  prior  auth- 
orization is  required. (MP) 


Extends  the  pilot  pro- 
ject under  which  nurse 
practitioners  bill  inde- 
pendently for  services 
provided  in  SNFs  or 
ICFs  (AB  3743/Ch.  571). 

Requires  a  study  for  the 
feasibility  of  establish- 
ing post-surgical  care  of 
patients  in  SNFs  (SB 
1953/Ch.  1320). 

Urges  the  Executive 
branch  to  discuss  with 
CA  hospitals  the  levels 
of  cost,  rates  of  return 
on  investments,  and 
other  pertinent  data  to 
advise  on  appropriate 
Medi-Cal  reimbursement 
rates  (SCR  96/Adopted). 


COLORADO 


Persons  who  lose  AFDC 
eligibility  due  to  earnings 
or  are  a  recipient  for  less 
than  3  of  the  previous  6 
months,  are  deemed 
eligible  for  Medicaid  for 
up  to  9  months  (DEFRA 
requirement)  (SB  139/1986 
Laws). 

Eligible  persons  can 
receive  benefits  until  they 
are  deemed  ineligible, 
rather  than  until  the  end 
of  the  month,  i.e.  can  be 
day-specific  (SB  152/1986 
Laws). 


Requires  the  establishment 
of  a  prospective  payment 
DRG-based  system  for 
hospitals,  starting  7/87 
subject  to  federal  approv- 
al, which  must  consider 
children's  DRGs  for  pedi- 
atric hospitalizations.  Also 
requires  consideration  of 
adding  other  types  of  pro- 
viders to  this  reimburse- 
ment system  (except  state 
institutions)  (HB  1278/1986 
Laws). 

Permits  reduction  of  nurs- 
ing home  payments  related 
to  the  fair  rental  allow- 
ance for  capital-related 
assets  by  no  more  than 
50%  in  FY  87  (HB  1347/ 
1986  Laws). 


Encourages  an  investi- 
gation into  the  awarding 
of  the  billing  contract 
for  the  Medicaid  program 
to  Computer  Sciences 
Corporation  which  has 
delayed  vendor  payments 
and  increased  state  ex- 
penses and  encourages 
the  Department  to  ensure 
more  timely  payments  to 
Medicaid  providers  (SJR 
4/Adopted). 

Implements  pilot  program 
to  test  the  effectiveness 
and  efficiency  of  reim- 
bursing for  psychological 
services  provided  by  li- 
censed psychologists 
without  a  physician  being 
on  the  premise,  eff.  7/86 
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Requires  the  report  on  a 
pilot  reimbursement  sys- 
tem for  nursing  homes, 
due  1/87,  to  include  re- 
commendations of  both 
the  Department  and  the 
nursing  home  industry  on 
proposed  statutory  chan- 
ges to  the  nursing  home 
reimbursement  system  to 
address  concerns  over  in- 
creasing costs,  not  neces- 
sarily related  to  the  pilot 
program  (HB  1341/1986 
Laws). 

with  a  preliminary  report 
due  to  the  legislature  by 
3/87. 

CONNECTICUT 

Initiates      coverage  of 
psychodiagnositc  testing 
under      mental  health 
benefits.  (MA) 

Adds  76  radiologic  proce- 
dures, eff.  11/86.  (MA) 

Expands  dental  coverage 
to  include  dental  exams 
and   sealants,   eff.  4/87. 
(MA) 

Removes      ceiling  on 
health       aide  hours, 
replacing    it    with  cost 
comparison  institutional/ 
community  placement, 
eff.  1/87.  (MA) 

Establishes  that  parental 
income  is  not  deemed 
available  to  blind  or  dis- 
abled persons,  18-21 
years  old;  sets  age 
limitations  of  between  18 
and  64  for  eligibility  for 
aid  to  the  disabled  (SB 
172/1986  Laws). 

Increases  asset  limits  for 
individuals  in  the  AFDC 
program  to  $1,000  and  in 
the  SSP  program  to 
$1,600  for  individuals  and 
to  $2,400  for  couples  (HB 
5317/1986  Laws). 

Increases  professional 
fees  for  physical  therapy, 
speech  and  audiology, 
psychology,  naturopathic 
and  chiropractic  services 
to  about  55%  of  the  ave- 
rage usual  and  customary 
charge,  eff.  10/86  (PA 
86-388). 

Eliminates  the  fuel  sur- 
charge from  medical 
transportation  fees  and 
increases  current  rates 
by  7.1%,  eff. 1/86.  (MA) 

Increases  freestanding 
mental  health  clinic  ser- 
vice fees  to  approxi- 
mately 55%  of  the  1985 
statewide  average  usual 
and  customary  charges 
for  like  services,  eff. 
10/86.  (MA) 

Requires  provision  of  a- 
daptive  wheelchairs  to 
SNF  patients  when  medi- 
cally necessary  and  the 
purchase  of  required 
wheelchairs  directly  from 
suppliers,  per  court  case 
decision.  (MA) 

Amends  the  LTC  pre- 
admission screening  and 
community  based  services 
program  enacted  last 
year;  specifies  that  1) 
community  based  services 
are  covered  to  the  ex- 
tent they  are  not 
available  under  the 
current  Medicaid  state 
plan;  2)  home  health 
services  can  be  provided 
to  those  not  eligible  for 
Medicaid  and;  3)  the 
program  is  to  implement- 
ed by  1/87  contingent  on 
federal  waiver  approval 
(waiver  approved,  but 
start  delayed  until  7/87) 
(SB  168/1986  Laws). 

Makes  technical  amend- 
ments to  a  1985  law 
permitting  competitive 
bidding  for  medical 
transportation  services 
by  specifying  the  needed 
requirements  of  the  cho- 
sen provider  (HB  6160/ 
1986  Laws). 

Replaces  prior  authoriza- 
tion    requirements  for 

Indiqent  Care  -  Amends 
the  General  Assistance 
medical  program's 
administrative  proce- 
dures regarding  reim- 
bursement to  allow 
towns  to  send  the  bill 
directly  to  the  state; 
the  state  will  then  di- 
rectly pay  the  hospitals 
and  charge  back  to  the 
towns  10%  of  the 
amount  paid,  eff. 10/86 
(HB  531 1/PA  86-415). 

Extends  the  reporting 
date  of  the  Medicaid 
Cost  Containment 
Commission  to  1/87  (HB 
5316/  Special  Act  86- 
38). 

Implements  a  primary 
care  case  management 
pilot  program  in  Middle- 
sex County,  eff.6/86. 
(MA) 

Establishes  a  commission 
to  study  the  reimburse- 
ment system  for  board 
and  care  homes  for  the 
disabled  (HB  5898/1986 
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Increases  obstetrical  fees 
to  approximately  65%  of 
usual  and  customary 
charges,  eff.  10/86.  (MA) 

Implements  emergency 
regulations  to  permit 
clinic  reimbursement  for 
off-site  services  and 
establishes  other  re- 
quirements for  satellite 
sites,  eff.  11/86.  (MA) 

administratively  necessary 
days  in  the  hospital  with 
policies  requiring  appro- 
priate placement  and 
patient  acceptance  of 
first  available  facility, 
eff.  11/86.  (MA) 

Eliminates  prior  authori- 
zation requirements  for 
any  physician-certified 
medically  necessary 
abortion,  eff.  4/86.  (MA) 

Laws). 

DELAWARE 

Lifts     restrictions,  other 
than    medical  necessity, 
on  number  of  eye  exams 
or  glasses  than  can  be 
provided    to  individuals 
under  age  21.  eff.  12/86. 
(MA) 

Extends  coverage  to  cer- 
tain    disabled  children, 
age  18   or  under,  living 
at  home  and  requiring  a 
level       of  institutional 
care:  estimated  Medicaid 
costs  for  the  child  living 
at    home    must    not  be 
greater   than  institutional 
care  costs,  eff .7/86.  (MA) 

Allows    that    when  an 
institutionalized  appli- 
cant/recipient indicates 
intention     to     return  to 
their    principal    place  of 
residence,  the  home  may 
be    excluded    as    a  re- 
source, eff.  11/86.  (MA) 

Specifies  unlawful  provi- 
der practices  constituting 
Medicaid  fraud  and  abuse 
including  kickback 
schemes  and  establishes 
criminal  and  civil 
penalties  (SB  506/Ch. 
345/1986  Laws). 

DISTRICT  OF  COLUMBIA 

Covers     nurse  midwifery 
services,     including  pre- 
and    post-natal    care  and 
family   planning   and  gyn- 
ecology    services  within 
the      scope      of  their 
practice,  eff .7/86.  (MA) 

Raises     medically  needy 
income  eligibility  scale  by 
about  7%  to  semiannual 
net     income     levels  of 
$2,088    for    one  person, 
$2,196    for    a    family  of 
two,    and    $2796    for  a 
family  of  three,   eff.  4/86. 
(MA) 
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Covers  hospice  services 
to  any  recipient  who  has 
been  medically  diagnosed 
as   terminally   ill   with  a 
life    expectancy    of  six 
months  or  less,  eft  1/87. 
(MA) 

Phases  in  a  medically 
needy  program  that 
entitles  eligible  persons 
to  all  services  currently 
provided  to  categorically 
eligible  persons  except 
long  term  care,  eff.  7/86. 
(MA) 

Establishes  eligibility  for 
children  living  in  Florida 
receiving  foster  care  or 
adoption  subsidy  pay- 
ments from  other  states, 
eff.  10/86.  (MA) 

Requires  the  Department 
to  develop  a  proposal,  by 
2/87,   to  amend  nursing 
home   reimbursement  to 
relate  annual  increases  in 
individual  providers'  pay- 
ment rates  to  a  specified 
target       inflation  rate 
(based  on  national  mar- 
ket basket  index  of  nurs- 
ing   home    costs),  with 
exceptions     for  major 
approved   changes.  Also 
requires     proposals  for 
cost      containment  or 
quality  of  care  incentives 
in  the  target  rate  meth- 
odology    if  appropriate 
(HB  1381/Ch. 86-168). 

Reimburses  prescribed 
contraceptives    and  pre- 
natal    vitamins,  eff.3/86 
(MA). 

Discontinues  the  special 
nursing  home  reimburse- 
ment   for  ventilator/res- 
pirator    dependent  pa- 
tients,   but  grandfathers 
in  those  approved  prior 
to  7/86  and  maintains  a 
special    rate    for  AIDS- 
diagnosed     patients  in 
nursing  homes,  eff.  7/86. 
(MA) 

Increases  the  drug  cap  to 
$150  for  medically  needy 
recipients   residing   in  a 
nursing      home  (even 
though  payments  for  long 
term      care     are  not 
covered   under  the  MN 
program). (MA) 

Raises  pharmacy  dispens- 
ing  fee   from   $3.33  to 
$4.11     per  prescription. 
Bases  ingredient  costs  on 
the  wholesaler  acquisition 
cost  (WAC)  plus  7%,  eff. 
8/86.  (MA) 

Authorizes  imposition  of 
administrative  sanctions 
against  a  provider  found 
guilty,  regardless  of 
adjudication  or  plea,  of 
fraud  or  who  has  refused 
access  to  the  Medicaid 
Fraud  Control  unit  in- 
vestigators (HB  735/1986 
Laws). 

Disqualifies  Medicaid  as  a 
collateral  source  of 
indemnity  in  personal 
injury/auto  accident  and 
medical  malpractice 
injury  awards.  Provides 
that  the  Department's 
failure  to  file  a  lien 
shall  not  affect  its 
subrogation  rights  (HB 
1330/Ch.86-220). 

Mandates  that  generic 
drugs  be  dispensed  to 
Medicaid  patients  if  the 
provider  routinely  stocks 
a  generic  equivalent  for 
the  general  public,  unless 
the  prescriber  indicates  a 
brand  name  product  as 
"medically  necessary". 
(MA) 

Offers  seven  new  prepaid 
health  plans  for  Medicaid 
recipients.  A  social/HMO 
for  the  elderly  is  cur- 
rently under  development. 
(MA) 

Cracks  down  on  pharm- 
acy splitting  practices  by 
limiting,  in  most  cases, 
dispensing  fees  to  one 
per  month  for  mainte- 
nance drugs.  (MA) 

Implements  an  Integrated 
Test  Facility  system  that 
processes  test  claims 
through  the  actual  pro- 
duction claims  processing 
system.  (MA) 

Indiqent    Care   -  Prohi 
bits   hospitals  maintain- 
ing   full    service  emer- 
gency rooms  from  refu- 
sing  to   admit  patients 
based  on  economic  cri- 
teria   or    indigency.  If 
hospital    is    unable  to 
render  appropriate  care, 
patient   must   be  medi- 
cally     stable  before 
transfer.    The  hospital 
must   arrange  transpor- 
tation,      notify  the 
receiving    hospital  and 
provide     the  patient's 
medical      history  and 
condition,    eff. 1/87  (SB 
1036/Ch.86-125). 
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Requires    nursing  homes 
and      intermediate  care 
facilities   to    provide. as  a 
minimum,  semi-private 
accomodations  to  Medicaid 
recipients,    but    limits  to 
10%  of  the  facility's  beds 
those  which  can  be  used 
for     Medicaid  recipients 
with  a  private  room  sup- 
plement     (HB  1330/Act 
1408). 

Permits  nursing  homes  to 
bill  Medicaid  patients  or 
their  relatives  extra 
charges  for  private  rooms 
(unless  this  violates  fed- 
eral law)  within  certain 
limits  (HB  1330/Act  1408). 

Implements  cost-based 
reimbursement  for  nursing 
homes  based  on  1985  cost 
reports  with  a  6%  growth 
allowance  applied,  eff. 
4/86.  Aggregate  ex- 
penditures are  expected  to 
increase  $30  million  an- 
nually. (MA) 

Pays  non-enrolled  out-of- 
state  hospitals  for  IP 
services  according  to  1) 
Medicaid  rates  of  the 
local  provider  or  2)  for 
procedures  not  covered  by 
the  providing  state,  by 
formula  for  the  first 
$200,000  in  charges  and 
50%  of  allowed  charges 
thereafter.  Comparable  OP 
services  are  reimbursed  as 
in  the  latter,  eff. 4/86. 
(MA) 

Establishes  home  health 
care  per  visit  rates  based 
on  aggregate  Medicaid 
cost  per  visit  adjusted  for 
inflation  and  supply  costs 
with  efficiency  incentive 
(if  applicable),  eff.  8/86. 
(MA) 

Indiqent  Care  -  Requires 

proceeds  from  the  sale 
or   lease   of  a  publicly 
owned  hospital  be  placed 
in    a    trust    to  provide 
care  to   indigent  people 
(SB  56/1986  Laws). 

Indiqent  Care  -  Creates 
the   Health   Care  Supply 
and   Financing   Study  to 
investigate    problems  of 
reduced       access  for 
indigent      people  and 
higher  costs  when  public 
hospitals    are    sold  or 
leased  to  private  owners; 
report    due    12/86  (SR 
394/Adopted) 

Indiqent    Care    -  Estab- 
lishes a  Task  Force  on 
Funding  of  Indigent  Care 
Programs    to    study  the 
growing     indigent  care 
problem,    with  preferred 
solutions    that  maximize 
federal  funds  (HR  716/ 
Adopted). 

Creates      a  legislative 
study       committee  to 
examine     incentives  to 
encourage    private  long 
term  care  insurance  (SR 
314/Adopted). 

HAWAII 

Covers  anonymous  screen- 
ing    tests     for  AIDS- 
related      antibodies  at 
health    department  facili- 
ties   or   through    a  parti- 
cipating    private  practi- 
tioner. (MA) 

Changes  assets  limit  to 
$1000  and  applies  federal 
resource  retention 
requirements  in  deter- 
mination of  needs  (HB 
21 21 /Act  109). 

Mandates    a    new  TPL 
code  for  purchased  no- 
fault       motor  vehicle 
insurance  on  Medicaid  ID 
cards;    when  applicable 
providers       must  bill 
recipients'  auto  insurance 

Authorizes  demonstration 
programs  guaranteeing  6 
months'     enrollment  in 
HMOs  or  prepaid  health 
plans      under     a  risk 
contract       with  the 
Department,   covering  all 
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Revises  periodicity 
schedule  for  EPSDT  health 
screening  assessments, 
eff.  8/86.  (MA) 

Authorizes  interstate 
compacts      to  provide 
medical       services  to 
adopted   children  residing 
in     another     state  (HB 
2345/1986  Laws). 

company  rather  than 
Medicaid.  (MA) 

Institutes  prior  authori- 
zation requirements  for 
IP  psychiatric  care,  eff. 
6/86.  (MA) 

eligible  public  assistance 
recipients     who  volun- 
tarily     participate,  not 
just   AFDC   families  (HB 
2056/Act107). 

Indiqent  Care  -  Requests 

the  Department  of  Health 
perform     a     study  of 
medically  indigent 
persons,    by    1/87  (SR 
149/Adopted). 

IDAHO 

Amends   the   method  for 
computing     1)  property 
rental  rate  calculations  2) 
compensation     for  major 
movable   equipment   &  3) 
prospective  payment  rates 
for    ICFs-MR    (SB  1367/ 
Ch.87). 

Indiqent    Care    -  Allows 
county     jails     to  seek 
medical  reimbursement 
from    alternative  funding 
sources  -including 
indigent    care  programs- 
for     medical  expenses 
incurred      by  program 
eligible      inmates  (SB 
330/1986  Laws). 

ILLINOIS 

Continues     the  policy 
until  9/90  of  disregarding 
earned    income    up  to 
specified     amounts  for 
general  assistance 
recipients:   also  changes 
the  date  of  eligibility  for 
aid   to  the   aged,  blind 
and  disabled  to  long  term 
care    residents    to  the 
date     of     release  (HB 
1473/PA  84-1268). 

Disregards  maximum 
earned  income  permitted 
by  federal  law  to  qualify 
for  Medicaid  under  SSI 
or   AFDC    (HB  1865/PA 
84-1385). 

Amends    rules    for  pay- 
ment     of  "exceptional 
medical  care"  for  speci- 
fied types  of  patients  in 
nursing   homes:  requires 
facilities     receiving  this 
payment  to  meet  certain 
licensure    and  certifica- 
tion    requirements  (SB 
1856/PA  84-1358). 

Determines     the  capital 
cost  component  of  nurs- 
ing home  reimbursement 
by  using  composite  rates 
or  other  reasonable  cost- 
related    methods:  how- 
ever, eff.  7/87,  eliminates 
a   depreciation   factor  in 
calculating     the  "  capital 
cost  element  of  prospec- 
tive   rates    for  nursing 

Authorizes  a  range  of 
licensing  restrictions  and 
disciplinary  actions 
against  providers  who  are 
terminated  from  partici- 
pation in  Medicaid: 
provides  for  due  process 
hearings  in  such  cases 
(SB2190/Ch.84-1252). 

Permits  restriction  of 
recipients'  use  of 
providers  (lock-in)  and 
mandatory  assignment  of 
a  primary  care  provider 
or  HMO  to  recipients 
found  to  use  medical 
care  "in  excess  of  need" 
or  are  otherwise  "abu- 
sive". Recipients  must  be 
given  the  right  to  re- 
quest    reevaluation  of 

Indiqent  Care  -  Creates 
the       Senate  Select 
Committee      on  the 
Indigent     Health  Care 
Crisis    to    study  and 
recommend  ways  of  pro- 
viding      health  care 
coverage     to  working 
poor      and  medically 
indigent    and    to  study 
the   quality   of  care  in 
HMOs  (SR  691/Adopted). 

Establishes  an  Executive 
Task  Force  on  Nursing 
Homes,  report  due  2/87 
(HB  1473/PA  84-1268). 

Creates      the  House 
Committee  on  Develop- 
mental Care  to  evaluate 
quality  of  care  for  the 
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homes  (SB  1945/PA  84- 
1321). 

Phases  in  the  Hospital 
Ambulatory  Reform  pro- 
gram, changing  OP  hos- 
pital reimbursement  by  1) 
liberalizing  the  list  of 
allowable  ambulatory  pro- 
cedures to  encourage  OP 
surgery  and  modifying 
the  maximum  allowable 
rates  to  equal  one  day  of 
IP  care,  retroactive  to 
4/86,  2)  establishing  FFS 
rates  for  certain  proce- 
dures regardless  of  ser- 
vice location  and  3)  de- 
signating services  payable 
only  in  OP  settings. (MA) 

Expands  the  contracted 
hospital  services  program 
to  include  rehabiliation 
care  at  selected  loca- 
tions. (MA) 

Expends  $1.2  million  of 
surplus  dental  program 
funds  by  doubling  select- 
ed dental  fees  for  treat- 
ment of  fractures,  dislo- 
cations and  cysts  and 
applying  an  8%  across- 
the-board  increase  to 
most  other  dental  ser- 
vices. Adds  coverage  of 
bicuspid  root  canal  ther- 
apy for  children,  eff. 
10/86.  (MA) 

Authorizes  a  5%  increase 
for  the  majority  of 
physician  fees,  eff.  10/86. 
(MA) 

Initiates  payment  add-ons 
of  $15,  $30  or  $50  to  the 
regular  procedure  rate 
for  certain  services  per- 
formed in  a  physician's 
office,  eff.  10/86.  (MA) 


these  restrictions  (SB 
21 91 /PA  84-1253). 

Prohibits  individuals  or 
groups  who  are  termi- 
nated from  the  program 
to  receive  benefits 
through  gifts  or  partici- 
pation in  specified 
corporate  activites  (SB 
2192/PA  84-1254). 

Creates  the  offenses  of 
mail  fraud  and  wire  fraud 
as  felonies  in  the 
Medicaid  statute  (SB  2193 
&  SB  2194/  PA  84-1255  & 
84-1256). 

Eliminates  prior  approval 
requirement  for  lenses 
and  eyeglass  frames,  eff. 
7/86,  and  phases  in  a 
Corrections  Department 
project  to  fabricate 
eyeglasses  for  Medicaid 
recipients.  (MA) 

Clarifies  the  meanings  of 
the  terms  emergency  and 
inpatient  hospital  care  in 
the  Illinois  Health 
Finance  Reform  Act; 
limits  contract  period 
with  hospitals  to  24 
months;  limits  contracts 
to  general  rather  than 
"specialized  care"  while 
permitting  non-contract- 
ing hospitals  to  provide 
specialty  services  to 
Medicaid  patients.  (MA) 

Eliminates  prior  approval 
requirement  for  repair  of 
medical  equipment  and 
prosthetic  equipment 
previously  purchased  by 
the  department  when 
costs  do  not  exceed  75% 
of  the  purchased  price; 
also  eliminates  prior 
approval  requirements 


developmentally  disabled 
and  recommend  changes 
in  state  programs  to 
assure  compliance  with 
all  federal  and  state 
standards  (HR  1139/ 
Adopted). 

Extends  the  reporting 
date  of  the  Senate 
Select  Committee  on 
Medicaid  fraud  to  4/86 
(SR  766/Adopted). 

Indigent  Care  Adds 
insulin.  syringes  and 
needles  used  by  diabe- 
tics and  arthritis 
medications  to  covered 
items  in  the  pharma- 
ceutical assistance 
program.  Also  specifies 
reasonable  costs  reim- 
bursable under  the  pro- 
gram as  those  actual 
acquisition  costs  plus  a 
dispensing  fee  (SB 
2042/PA  84-1271). 
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Increases     payment  for 
Healthy     Kids  (EPSDT) 
screenings      and  the 
administration  of 
immunizations    by  20%, 
eff.  7/86;   and  increases 
payments      for  other 
elective    procedures  by 
5%,  eff.  10/86.  (MA) 

from  items  needing  re- 
placement with  24 
months  of  purchase  pro- 
viding certain  conditions 
are  met.  (MA) 

Implements   payment  for 
subacute  alcoholism  and 
substance  abuse  services, 
eff.  12/86.  (MA) 

INDIANA 

Forms  a  health  insuring 
organization  (HIO)  which 
receives   a   monthly  pre- 
mium (based  on  annual 
program  costs)  for  each 
eligible    recipient.  From 
the    premium    pool,  the 
HIO  assumes  the  risk  for 
all   incurred   medical  ex- 
penses,   excluding  LTC 
services,    and  assumes 
prior    authorization,  UR, 
surveillance,  and  TPL  re- 
sponsibilities,   eff.  3/86. 
(MA) 

Introduces  two  new  auto- 
mated  systems  for  TPL 
and  the  EPSDT  program. 
(MA) 

Establishes  hospital  pre- 
certification  review 
requirements      for  all 
hospital  admissions.  Also 
requires  second  surgical 
opinions     for  selected 
surgical   procedures,  eff. 
6/86.  (MA) 

Indiqent  Care  -  Amends 
the  state  indigent  care 
program  by  shifting 
administrative  responsi- 
bilities from  the  counties 
to  the  state;  sets 
temporary  eligibility 
standards  until  permanent 
ones  are  established  by 
1/88;  stipulates  counties' 
tax  levies  to  fund  the 
program  and  permits 
state  appropriations  for 
the  program;  limits 
hospitals'  reimbursement 
rates  for  indigent  care  to 
2/3  of  claims;  program 
covers  only  hospital  and 
emergency  care  necessary 
to  prevent  death, 
impairment  or  serious 
dysfunction  (HB  1085/- 
1986Laws). 
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BENEFITS 


ELIGIBILITY 


REIMBURSEMENT 


ADMINISTRATION 
&  MANAGEMENT 


OTHER 


Permits  people  eligible  for 
both  MN  and  home  and 
community  based  services 
to  choose  the  more  bene- 
ficial program,  eff.  4/86. 
(MA) 

Excludes  all  services  in 
SNFs  and  ICFs  from 
payment  under  the  MN 
program,  eff.  4/86.  (MA) 


Note:  All  entries  are  law 
provisions  of  HB  2484/ 
1986  Laws,  the  appropri- 
ations act  for  the  next 
fiscal  year,  unless  other- 
wise indicated. 


Appropriates  funds  to 
expand  the  MN  program 
for  SSI-related  groups. 

Covers  certain  groups 
(first  time  pregnant 
women  under  age  18)  pre- 
viously ineligible  due  to 
DEFRA  filing  unit  policy, 
eff.  4/86.  (MA) 

Changes  month  of  resi- 
dency requirements  for 
eligibility  determination 
for  persons  with  income 
over  SSI  standards  from 
calendar  month  to  30 
consecutive  days,  retro- 
active to  10/85.  (MA) 

Clarifies  that  determina- 
tion of  SSI  eligibility  by 
the  federal  government  is 
an  automatic  determina- 
tion of  Medicaid  eligibil- 
ity, eff.  4/86.  (MA) 

Clarifies  deemed  income 
policy  -  loss  of  AFDC 
may  not  be  used  to  deem 
the  availability  of  siblings' 
and  non-parental  caretak- 
ers' income  in  determining 
eligibility,  eff.  4/86.  (MA) 

Establishes  a  policy  for 
automatic  redetermination, 
eff.  4/86.  (MA) 

Considers  each  person  in 
a  married  couple  separate- 
ly for  SSI  eligibility 
purposes  if  they  have 
both  lived  in  the  same 
room  in  an  institution  for 
six  months,  eff.  5/86. 
(MA) 

Changes  the  SSI  standard 
for  computing  client 
participation,  eff.  2/86. 
(MA) 


Freezes  reimbursement 
rates  at  FY  85-86  rates 
except  for  state  mental 
institutions,  ICF-MRs,  & 
rural  health  clinics.  Re- 
duces payments  by  2.5% 
for  several  mandated  and 
optional  services,  contin- 
ues the  3.85%  reduction 
for  hospitals  and  physi- 
cians and  reduces  fees  to 
pharmacies  by  5.21%  until 
a  new  system  is  estab- 
lished based  on  actual 
acquisition  costs. 

Appropriates  funds  to  in- 
crease ICF  rates  up  to 
the  55th  percentile  of  all 
facility  per  diems,  in- 
creases SNF  rates  by  4.3% 
and  rural  health  clinic 
rates  in  accordance  with 
Medicare  increases. 


Requires  the  Department 
to  implement  procedures 
to  reduce  utilization  of 
surgery  and  allows  ex- 
pansion of  the  drug  utili- 
zation review  program. 

Requires  information 
concerning  survey  find- 
ings of  the  Department 
of  Inspections  and  Ap- 
peals to  be  available  for 
public  inspection  in  local 
offices,  eff.  1/87.  (MA) 


Appropriates  funds  to 
continue  Medicaid  HMO 
project  development. 

Indigent  Care  -  Decen- 
tralizes the  indigent  care 
program  by  permitting  a 
specified  number  of 
pregnant  women  to  re- 
ceive care  in  their  own 
community  rather  than  at 
the  University  of  Iowa  as 
previously  required.  Pre- 
scribes certain  reim- 
bursement requirements, 
minimum  care  standards, 
income  eligibility  set  at 
or  below  150%  of  the 
federal  poverty  level,  and 
allows  optional  spend- 
down  provisions  up  to 
300%  of  the  poverty 
level. 

Indigent  Care  -  Allocates 
funds  to  match  private 
monies  to  support  a 
study  of  methods  to  im- 
prove financial  access  to 
care  for  Iowa's  rural 
underinsured  citizens. 

Permits  use  of  funds  to 
contract  for  further  de- 
velopment and  implemen- 
tation of  recommenda- 
tions in  the  1985  Medi- 
caid Reimbursement 
Study. 

Establishes  a  risk  pool  to 
provide  health  insurance 
coverage  to  the  "medi- 
cally uninsurable"  (HF 
21 81 /Laws). 
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KANSAS 


BENEFITS 

Limits  the  number  of 
physician  consultations 
allowed  per  patient  within 
a  given  period  of  time. 
(MA) 

Limits  coverage  of 
physically  restorative 
therapy  treatments  to  six 
months  per  patient. (MA) 

Extends  coverage  to 
include  non-elective 
podiatry,  some  psycho- 
logical testing.  24  hours 
per  year  of  psychotherapy, 
and  family  planning 
services. (MA) 

Reduces  length  of  stay  for 
inpatient  substance  abuse 
treatment  in  a  hospital  to 
no  more  than  25  days, 
eff.5/86  (MA) 

Adds  coverage  of  extra- 
corporeal shock  wave  lith- 
otripsy, eff.  10/86.  (MA) 

Adds  limited  coverage  of 
peritoneal  dialysis  training 
and  counseling,  eff.  10/86. 
(MA) 

Allows  coverage  on  ser- 
vices of  pathologists,  eff. 
7/86.  (MA) 

Limits  coverage  of  dental 
services,  except  for  most 
oral  surgery,  to  EPSDT 
participants  only.  eff. 1/87. 
(MA) 

Allows  coverage  of  sta- 
tionary volume  ventilators 
only  under  the  DME 
program,  eff.  1/87.  (MA) 

Extends  copayment  re- 
quirements to  dual  (Med- 
icare/Medicaid)  enrollees, 
eff.  9/86.  (MA) 


ELIGIBILITY 

Extends  GA  eligibility  for 
persons  unable  to  work 
and  to  families  in  which  a 
minor  child  or  a  pregnant 
woman  resides  (HB  2710). 


REIMBURSEMENT 

Reimburses  community 
mental  health  center 
partial  hospitalization 
programs  for  two  levels, 
eff.  5/86. (MA) 

Requires  written  referral 
from  lock-in  physician 
before  another  physician 
or  a  lock-in  pharmacy  can 
be  reimbursed  for  ser- 
vices, eff.  4/86. (MA) 

Allows  adult  care  homes 
or  swing  bed  hospitals  to 
receive  heavy  care  reim- 
bursement for  MediKan 
recipients  with  prior  auth- 
orization, eff.  4/86. (MA) 

Denies  reimbursement  of 
OP  services  provided 
during  IP  hospital  stays 
that  have  been  denied  by 
utilization  review. (MA) 

Reduces  by  10%  all  max- 
imum allowable  rates  for 
physician,  psychologist, 
dental  services,  prosthe- 
tics and  orthotics,  DME, 
pharmacy  professional 
fees,  drug  acquisition 
costs  and  local  health 
departments,  eff.  1/87. 
(MA) 

Limits  physician  reim- 
bursement for  immuniza- 
tions to  the  administration 
fee  when  materials  are 
provided  by  the  state 
health  department,  eff. 
10/86.  (MA) 

Applies  maximum  allowable 
cost  cap  to  an  additional 
28  drug  products,  eff. 
11/86.  (MA) 


ADMINISTRATION 
&  MANAGEMENT 

Requires  a  public  hearing 
prior  to  certifying  an 
adult  care  home  as  a 
Medicaid  provider  of  ICF 
for  the  mentally  ill  (HB 
2788/1986  Laws). 

Requires  home  health 
agencies  be  licensed  by 
the  state  by  6/15/86  to 
remain  an  eligible 
provider. (MA) 

Exempts  1)  immunizations 
and  2)  services  for  treat- 
ment of  sexually  trans- 
mitted diseases  from 
Primary  Care  Network 
referral  requirements, 
eff.  5/86  and  4/86 
respectively. (MA) 

Specifies  all  required 
components  of  the 
EPSDT  medical  screen  be 
performed  by  the  provi- 
der filing  the  claim,  eff. 
9/86.  (MA) 

Subjects  Medicare  cross- 
over claims  to  the  same 
prior  authorization  and 
medical  necessity  regula- 
tions as  in  Medicaid,  eff. 
9/86.  (MA) 

Establishes  a  medical 
assessment  unit  within 
the  fiscal  intermediary  to 
review  medical  necessity 
of  services.  (MA) 

Adds  local  health 
departments  as  qualified 
providers  for  certain 
services,  e.f.  RhoGAM 
injections,  prenatal 
health  promotion,  eff. 
12/86  and  sexually 
transmitted  disease 
diagnosis  and  treatment 
(except  for  AIDS),  eff. 
7/86.  (MA) 


OTHER 

Indigent  Care  -  Reduces 
MediKan  program  (state- 
only  program),  in  re- 
sponse to  a  major  budget 
cut,  by  eliminating 
coverage  of  the  following 
services:  OP  hospital, 
psychology,  dental,  lab, 
radiology,  DME,  medical 
supplies,  prosthetics  and 
orthotics,  chiropractic, 
podiatry,  optometric, 
audiology,  and  transpor- 
tation. Limits  physician 
services  to  8  office  visits 
per  year  per  recipient, 
eff.  1/87.  (MA) 

Indigent  Care  -  Limits 
general  IP  hospital  ser- 
vices for  each  MediKan 
recipient  to  no  more 
than  $225  per  fiscal  year, 
eff.  7/86.  (MA) 
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Revises    cost-sharing  for 
OP    hospital    services  to 
$10  per  visit  for  surgery 
and  $1  per  visit  for  non- 
emergency services.  (MA) 

Adds     prenatal     risk  re- 
duction  services  (assess- 
ment,   counseling,  educa- 
tion   and    referrals)  provi- 
ded    by     local  health 
departments.  (MA) 

Establishes  FFS  reim- 
bursement for  OP  hospital 
services  with  maximum 
allowable  rates  set  for 
selected  services,  eff. 
1/87.  (MA) 

Limits  DME  provided  by 
home  health  agencies  to 
same  scope  of  service 
and  payment  levels  as 
other  DME  providers,  eff. 
1/87.  (MA) 

Separates  partial  hospi- 
talization services  into 
short-term  and  support- 
ive (for  those  with 
chronic  mental  illness); 
requires  separate  billing 
for  physician  services 
and  supportive  local 
group  psychotherapy,  eff. 
3/86.  (MA) 

Requires  that  Medicaid 
residents  of  adult  care 
homes  be  notified  immed- 
iately (rather  than  10 
days  as  previously  re- 
quired) if  the  homes  are 
decertified,  eff.  12/86.  (MA) 

KENTUCKY 

Adds    drugs    needed  to 
prevent    rejection     of  a 
transplanted     organ  (HB 
521/1986  Laws). 

Expands  the  personal  care 
assistance     program  to 
statewide  basis,  to  serve 
at     least     200  severely 
disabled      persons  (SB 
84/Ch. 236/1 986  Laws). 

Extends  coverage  of  ser- 
vices   provided    by  oral 
surgeons    in    rural  health 
clinics   and   primary  care 
centers    as    well    as  to 
those  rendered  in  IP  hos- 
pital settings. (MA) 

Increases  personal  needs 
allowance    for    LTC  res- 
idents  from   $25   to  $40 
per  month,  eff.  7/86  (MA). 

Authorizes  an  interstate 
compact  to  cover  subsi- 
dized adopted  children 
living  in  other  states  (HB 
52/1986  Laws). 

Specifies  unallowable  costs 
in  the  determination  of 
LTC  facility  reimburse- 
ment rates  (HB  548/1986 
Laws). 

Requires  inpatient  hospital 
reimbursement  rates  to 
take  into  account  the 
unique  costs  of  pediatric 
teaching  hospitals,  as 
defined  (SB  210/1986 
Laws). 

Payments  made  to  com- 
munity mental  health 
centers  for  care  of  the 
mentally  retarded  which 
exceed  actual  costs  shall 
be  used  for  other  services 
to  the  mentally  retarded 
provided  by  CMHCs  (HB 
521/1986  Laws). 

Prohibits  LTC  facilities 
from  denying  admission 
to  Medicaid  recipients  or 
applicants  and  from 
removing  such  persons 
once  admitted,  unless 
they  were  notified  that 
the  admission  was  to  a 
bed  not  certified  for 
Medicaid  reimbursement. 
LTC  facilities  cannot 
decertify  beds  of  Medi- 
caid recipients  or  appli- 
cants (HB  78/1986  Laws). 

Requires  a  statewide  pre- 
screening  and  admissions 
review  system  for  all 
LTC  facilities  and  beds, 
regardless  of  the  appli- 
cant's payment  status 
(HB  982/1986  Laws). 

Recertification       of  a 

Directs  the  Legislative 
Research  Committee  to 
study  and  recommend 
methods  to  remove  the 
barriers  to  self-suffi- 
ciency in  public  assist- 
ance programs;  study  due 
10/87  (HCR  121  /Adopted). 

Indiqent  Care  -  Estab- 
lishes a  Legislative 
Research  Committee  to 
identify  low  income 
target  populations  most 
at  risk  of  being  unin- 
sured and  develop  legis- 
lation to  improve  access 
to  health  care  for  this 
population;  findings  due 
1/88  (SCR  59/Adopted). 

Allows  hospitals  to 
transfer  up  to  25  beds  or 
10%  (but  not  more  than 
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Adds  hospice  services,  eff. 
10/86.  (MA) 


Establishes  incentive  pay- 
ments to  ICFs  that  accept 
SNF  patients  who  have 
been  reclassified.  The 
incentive  payment  of  $7.50 
per  day  is  limited  to  90 
days. (MA) 

Extractions  performed  by 
general  dentists  in  hos- 
pital outpatient  depart- 
ments are  reimbursed  only 
if  medically  necessary 
and/or  an  oral  surgeon  is 
unavailable  (MA). 

Implements  prospective 
reimbursement  for  venti- 
lator therapy  programs. - 
(MA) 

Limits  home  health  agency 
payment  to  the  lower  of 
105%  of  the  weighted 
median  per  diem  costs  per 

visit  or  Medicare  cost 
limits,  eff.  7/86.  (MA) 

Holds  the  upper  limit  for 
medical  and  nursing  ser- 
vices in  primary  care  cen- 
ters to  that  in  effect  pri- 
or to  7/85,  eff.  7/86. 
(MA) 

Allows  cost  adjustment  for 
operating  intensity  of  ma- 
jor pediatric  teaching 
hospitals  based  on  percen- 
tages of  base  rate  and 
number  of  Medicaid  cli- 
ents served, eff.  1/87. (MA) 

Updates  fee  profiles  for 
those  dentists  with  usual 
and  customary  fees  that 
are  below  the  50th  per- 
centile area  prevailing 
rate  for  that  procedure, 
eff.  7/86.  (MA) 

Establishes  a  patient  care 


Medicaid  recipient's  need 
for  LTC  at  a  level  below 
their  current  level  re- 
quires a  physical  exam 
by  a  physician  or 
advanced  nurse  practi- 
tioner (HB  982/1986 
Laws). 

Implements  the  Kentucky 
Patient  Access  and  Care 
System  (KenPAC),a 
primary  care  case 
management  program  for 
AFDC  and  AFDC-related 
eligibles;who  will  choose 
or  be  assigned  a  primary 
physician  or  clinic.  The 
program  will  only  reim- 
burse for  services  pro- 
vided or  referred  by 
their  primary  provider 
with  certain  exceptions. 
(MA). 

Requires  all  financial 
institutions  to  disclose 
information  pertaining  to 
public  assistance  recip- 
ients and  applicants  upon 
written  consent  (a  re- 
quirement for  application 
or  redetermination)  and 
establishes  fines  for 
violations  of  these  pro- 
visions (HB  135/1986 
Laws). 

Designates  the  Depart- 
ment of  Medicaid  Serv- 
ices as  the  single  state 
agency  within  the  Cab- 
inet for  Human  Resources 
(makes  official  the 
current  administrative 
organization)  (HB  495/- 
1986  Laws). 

Requires  providers  to 
identify  and  bill  any 
third  party  resources 
who  may  be  liable  for 
payment.  (MA) 


40%)  of  their  licensed 
bed  capacity  to  dually 
licensed  status  (to  pro- 
vide acute  or  SNF/ICF 
level  care)  without 
obtaining  CON  approval 
(HB  982/1986  Laws). 

Revises  provider  manual 
for  the  Alternative 
Intermediate  Services/ 
Mentally  Retarded  waiver 
project,  expands  each 
cluster's  maximum  occu- 
pancy and  caps  the  cost 
of  each  occupied  resi- 
dential slot  at  $25,000 
per  year  and  each  occu- 
pied non-residential  slot 
at  $15,000,  eff.  6/86. 
(MA) 

Requires  prior  authoriza- 
tion for  2176  waivered 
services;  to  be  eligible, 
the  client  must  meet  the 
criteria  for  SNF/ICF  care 
and  must  be  given  a 
choice  between  waiver 
services  and  institutional 
care.  (MA) 

Allows  optometrists  to 
prescribe  drugs,  eff. 
9/86.  (MA) 
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labor  intensity  allowance, 
equal  to  the  rate  of  the 
state  employee  annual  sal- 
ary increment  multiplied 
by  the  allowable  labor 
cost  and  added  to  each 
SNF  or  ICF's  total  allow- 
able cost.  Adjustment  is 
intended  to  improve  sal- 
aries, benefits  or  numbers 
of  direct  service  staff, 
eff.  1/87.  (MA) 

Corrects  overpayment  for 
physician  component  in 
mental  hospital  reimburse- 
ment (either  prospective 
rates  or  100%  of  charges, 
depending  on  the  facility); 
refund  will  be  requested 
by  Medicaid,  eff.4/86. 
(MA) 

Regards  physician  services 
payment  as  all-inclusive  of 
supplies.  materials  or 
medication  provided  in  the 
course  of  treatment.  (MA) 

Increases  reimbursement 
for  family  planning  clinic 
services  and  expands  types 
of  counseling/supply 
visits,  eff.  10/86.  (MA) 

Denies  coverage  of  ex- 
tractions performed  by 
general  dentists  in  hospi- 
tal OP  departments,  with 
certain  exceptions,  eff. 
4/86.  (MA) 

Transfers  utilization 
review  activities  to 
Peerview  of  Indiana,  eff. 
8/86.  (MA) 

LOUISIANA 

Directs  the  implementation 
of  copayment  fees  of  $1 
to  $2  for  certain  services 
(Act  17/1986  Laws). 

Eliminates     all  optional 
eyeglass  program  services 
and  provision  of  cataract 

Discontinues  coverage  for 
Office  of  Human  Develop- 
ment sponsored  children, 
ages  18-21. 

Freezes  nursing  home 
rates  (SNFs  and  ICFs)  at 
7/85  rates  for  one  year, 
eff.  7/86.  (MA) 

Decreases  pharmacy  dis- 
pensing fee  from  $3.67  to 
$3.30  (MA). 

Requires  department  to 
provide  hearings  as  part 
of  the  appeals  process 
for  persons  determined 
not  eligible  or  whose 
application  is  not 
promptly  reviewed  (SB 
474/Act  78). 

Any       health  facility 
proposing  to  utilize  beds 
for       post  hospital 
extended  care  and  admit 
nursing     home  patients 
covered  by  Medicare  or 
Medicaid  are  required  to 
meet  SNF  licensing  and 
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1 7-X/Special  Session/A- 

8  regional  offices  for 

dopted). 

lur-i     ana     11,  menTai 

nuopiLalb          dllU  ID 
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signature  requirements 

for   assignment    of  TPL 

rights.  (MA) 
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OTHER 

Covers     mental  health 

Increases  pharmacist  dis- 

Requires  an   annual  re- 

Authorizes Department 

services  for  children  and 

pensing  fee  from  $3.20  to 

view     of    provider  fee 

to  include  costs  of  new 

appropriates  necessary 

$3.35  (HB1611/Ch.125). 

schedules  to  be  included 

ICF  beds  in  budget  and 

funds  (HB  1610/Ch.769). 

in   the  annual  Medicaid 

permits  transfer  of  any 

Authorizes  nursing  home 

report  (SB  938/Ch.727). 

surplus    funds    in  this 

Adds  private  duty  nurs- 

reimbursement   for  rea- 

account to  pay  for  home 

ing    and    personal  care 

sonable   expenses   of  a 

Prevents    repeal    of  the 

and    community  based 

services.     Capped  total 

certified    nursing  assist- 

authorizing language  per- 

services for  the  elderly 

home  based  care  package 

ant  training  program  (SB 

mitting   computer  match- 

under the  state's  waiver 

at  the  cost  of  appropri- 

937/Ch.738). 

ing  of  public  assistance 

(SB912/Ch.133). 

ate   level   of  institutional 

recipients  and  applicants 

care,    ICF    or   SNF.  eff. 

Increases  chiropractic 

against    financial  institu- 

Authorizes construction 

6/86.  (MA) 

services  from  $7  to  $10 

tions'     deposit  account 

of   up   to    180  nursing 

per  visit.  (MA) 

records  (HB  1761/Ch.819). 

home  beds  for  veterans 

Adds    coverage    of  IP 

and  permits  anticipated 

psychiatric  specialty 

Increases  physical  thera- 

Initiates   a    lock-in  pro- 

costs to  be  included  in 

hospital     services.  eff. 

py  services  from  $12  to 

gram  for  recipients  with 

future  budgets  (HB1604/ 

7/86.  (MA) 

$24  per  hour.  Eliminates 
site       restrictions  for 

a   history   of  overutiliza- 
tion  of  primary  care;  re- 

Ch.773). 

Changes   policy  and  al- 

service delivery.  (MA) 

stricts  care  to  one  phy- 

Received   2176  waiver 

lowances   for  substance 

sician  and,  when  neces- 

for   the     provision  of 

abuse  treatment  services 

Increases  expenditure  cap 

sary,    services    of  other 

case    management  and 

by  disciplines  other  than 

on  physical  therapy  ser- 

specified   providers,  eff. 

personal    care  services 

registered  counselors 

vices  from  $100  to  $500 

5/86.  (MA) 

to    physically  disabled 

(MA)    and    in  settings 

per  client  and  eliminates 

adults,  eff.  7/86. (MA) 

most     appropriate  for 

the     Medicare  certifica- 

Prohibits    provider  dis- 

recipients  of  these  ser- 

tion     requirement  for 

crimination  against 

Authorizes     two  addi- 

vices. (MP) 

providers  (MA). 

Medicaid    LTC  residents 
on  the  basis  of  source  of 

tional    types    of  resi- 
dences     under  2176 

Revises  payment  for  LTC 

payment  and  requires  a 

waiver  services  for  MR 

facilities    to    permit  rate 

waiting    list    for  facility 

for   six   or   fewer  chil- 

adjustments   in   the  per 

admissions,  eff.4/86.  (MA) 

dren:   specialized  child- 

diem rate  in  instances  of 

ren's   homes  and  resi- 

serious    problems  with 

Monitors    revised  organi- 

dential      child  care 

recruitment  and  retention 

zation,       staffing  and 

facilities.  (MA) 

of     nursing     staff,  eff. 

coordination    of  hospital 

11/86.  (MA) 

psychiatric  services 
through  changes  in  hos- 

Changes   2176  waiver 
program  to  1)  establish 

Increases  fees  by  29%  for 

pital  licensing  regulations 

a   live-in   personal  care 

speech    pathology  and 

and  compliance  surveys, 

attendant    maximum  of 

audiology  services.  (MA) 

eff.9/86.  (MA) 

$200/week;    2)  increase 
home  health  services 

Increases     ceilings  on 

Establishes   policies  and 

allowances;  3)  establish 

ICF/MR  administration 

procedures    for  multidis- 

per  visit  reimbursement 

expenses  based  on  facili- 

ciplinary  discharge  plan- 

and  4)    increase  reim- 

ty bed  size  and  on  de- 

ning at  general  and  spe- 

bursement   for  mental 

velopmental  training 

cialty   hospitals,  eff.9/86. 

health     clinic  services, 

outside  of  the  facility 

(MA) 

eff.  2/86.  (MA) 

Trom    q>o,uuu    \o  $i<i,uuu 

Inrrpacpc    thp  nroiprtpri 

II  1  \_/ 1  CO  OCO        Lilt       k*M  \J\  (jOLL.U 

per    licensed    bed  per 

annual    cost    of  2176 

year.  (MA) 

waiver     services  from 
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Adds  coverage  of  IP 
psychiatric  facility  ser- 
vices for  people  under  age 
21  through  emergency 
temporary  regulations,  eff. 
7/86.  (MA) 

Adds  coverage  of  selected 
prosthetic  devices.  eff. 
6/86.  (MA) 

Increases  personal  needs 
allowance  for  LTC  pa- 
tients from  $30  to  $35  per 
month,  eff.  7/86.  (MA) 

Covers  heart-lung  trans- 
plantations in  designated 
facilities,  eff.  7/86.  (MA) 

Covers  extended  stays  in 
general  hospitals  of  ap- 
proved outlier  cases.  (MP) 

Lifts  restrictions  against 
hospital  coverage  for 
speech  therapy;  coverage 
applies  to  medically 
necessary  speech  pathol- 
ogy in  IP  and  OP  settings. 
(MP) 


Recipients  must  assign 
rights  to  any  court- 
ordered  medical  care 
support  or  payment  from 
any  health  insurance  claim 
to  the  state  (DEFRA 
requirement)  (SB  188/ 
Ch.303). 

Changes  accounting  period 
for  determining  financial 
eligibility  of  a  new 
admission  to  LTC  facili- 
ties. Partial  month 
eligibility  may  be  attained 
through  application  of 
incurred  medical  expenses. 
New  accounting  period 
begins  with  first  full 
month  of  institutional 
status.  (MA) 


REIMBURSEMENT 


Initiates  direct  fee-for- 
service  reimbursement  for 
transportation  services. 
(MA) 

Increases  reimbursement 
for  services  covered  by 
the  Preventive  Health 
Program  (EPSDT)  based 
on  a  revised  periodicity 
schedule  and  enhanced 
service  standards.  (MA) 


Increases  maximum  reim- 
bursement fee  for  obste- 
trical deliveries  and  for 
prenatal  and  postnatal  of- 
fice visits,  eff.12/86.  (MA) 

Changes  maximum  fee  for 
enrolled  mental  health  OP 
clinics  to  $35  per  visit, 
eff.  9/86.  (MA) 

Creates  a  fifth  cost  cen- 
ter in  nursing  home  reim- 
bursement to  cover  an  op- 
tional Behavior  Manage- 
ment Program  to  train 
staff  to  assess  and  treat 
problem  patients.  Maximum 
cost  is  $25  per  patient 
day  for  preapproved 
programs,  eff.  7/86.  (MA) 

Modifies  personal  care 
services  payment  to  allow 
for  3  levels  of  service  and 
reimbursement.  Increases 
maximum  fee  for  a  month 
of  case  management  ser* 
vices  from  $37  to  $40,  eff. 
7/86.  (MA) 

Increases  fees  for  all 
surgery  and  primary  care 
services  provided  by  phys- 
icians and  a  20%  supple- 
mental  payment   for  cer- 


ADMINISTRATION 
&  MANAGEMENT 


Specifies  that  the  one 
year  time  limit  for  in- 
voice submission  by  pro- 
viders is  met  even  if 
resubmission  is  needed 
after  this  time  (HB 
1741/Ch.817). 

Requires  comprehensive 
assessment  of  LTC  facili- 
ty applicants  who  are 
Medicaid  eligible  or 
would  be  eligible  within 
6  months  of  admission, 
to  include  advice  on 
alternatives  to  nursing 
home  care,  and  to  be 
paid  for  by  the  Medicaid 
agency  (HB  522/Ch.459). 

Adds  to  actions  consti- 
tuting Medicaid  fraud, 
the  unauthorized  po- 
session  of  a  blank  Med- 
icaid prescription,  Medi- 
caid card,  or  pharmacy 
assistance  card  without 
the  authorization  of  the 
card's  owner  (HB  1222/ 
Ch.87). 

Allows  individuals  and 
agencies  to  be  providers 
of  personal  care  services: 
increases  maximum  num- 
ber of  daily  cases  per 


OTHER 

75%  to  100%  of  the 
annual  average  cost  of 
ICF  services  the  indi- 
vidual would  otherwise 
receive.  (MA) 

Increases  maximum  al- 
lowable costs  for  res- 
idential training  in 
boarding  homes  under 
2176  waiver  services  for 
MR  from  $870  to  $980 
per  resident  per  month. 
(MA) 


Indigent  Care  -  Gives 
authority  to  the  Phar- 
macy Assistance  Program 
for  the  Elderly  to  deny 
or  terminate  eligibility  if 
recipients  are  found 
guilty  of  fraud  (SB 
370/Ch.28). 

Indigent  Care  -  Appro- 
priates $1.5  million  to 
fund  the  prenatal  assist- 
ance program  to  provide 
maternity  care  services 
to  pregnant  women  under 
age  21,  below  the  pover- 
ty level  but  ineligible  for 
Medicaid,  eff.  10/86  (FY 
87  Appropriations  Act). 

Indigent  Care  -  Directs 
the  Department  to  devel- 
op guidelines  for  the 
transfer  of  patients 
between  hospitals  (SB 
711/Ch.  849). 

Indigent  Care  -  Creates 
the  Child  Abuse  and 
Neglect  Medical  Reim- 
bursement Program  to 
guarantee  payment  for 
emergency  treatment 
services  for  any  child 
not  already  insured 
brought   to   the  provide 
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Increases  personal  needs 
allowance  to  institutional- 
ized recipients  to  $60/- 
month,  eff.  6/86.(MA) 

Adds  coverage  of  chiro- 
practic services  including: 
manipulation/adjustments, 
diagnostic  radiology  and 
lab  services,  and  fitting 
and  fabrication  of  orthotic 
devices  and  orthopedic 
appliances.  Exams  and 
evaluations,  supportive 
services  and  maintenance 
therapy  are  not  covered. 
Prior  authorization  re- 
quired for  more  than  20 
sessions  per  calendar  year 
and  for  certain  lab  tests. 
(MA) 

Adds  social  work  interns 
as  reimbursable  as  out- 
patient mental  health 
clinicians,  eff. 10/86.  (MA) 


Requires  the  MN  need 
standard  for  one  person 
to  be  not  less  than  pay- 
ment standard  for  a  dis- 
abled person  living  alone 
and  eligible  for  SSI  (in- 
cluding the  state  supple- 
ment) and  the  MN  need 
standard  for  MN  families 
of  two  or  more  not  be 
less  than  133%  of  the 
highest  payment  made  to 
a  family  of  the  same  size 
without  income  and  re- 
sources (SB  613/Ch.  686). 

Increases  the  AFDC  pay- 
ment standard  by  10%  on 
7/86  and  raises  the  need 
standard  to  the  same 
amount  as  the  payment 
standard;  requires  Medi- 
caid coverage  of  families 
who  have  had  a  child 
temporarily  removed  (H 
5601/Sec.4403-2000/FY  87 
Budget  Act). 


REIMBURSEMENT 

tain  procedures  performed 
in  a  home  or  private  of- 
fice setting,  eff.2/27.(MP) 

Amends  payment  proce- 
dures to  SNFs  for  mort- 
gage interest  rates  in  the 
capital  cost  component, 
eff  7/86.  (MA) 


Requires  the  Rate  Setting 
Commission  to  adjust 
rates  for  changes  in  med- 
ical malpractice  insurance 
premiums,  based  on  a 
specified  formula  (H  5700/ 
Ch.351). 

Increases  rate  for  chiro- 
practic adjustment. (MA) 

Requires  the  Rate  Setting 
Commission  to  determine 
fee    schedules    for  each 
independent  living  center, 
eff.  4/86.  (MA) 

Establishes  a  Massachu- 
setts maximum  allowable 
cost  (MMAC)  for  all  mul- 
tiple-source drugs,  eff. 
1/87.  (MA) 

Increases  the  reimburse- 
ment rates  for  private 
duty  nursing,  eff.  4/86. 
(MA) 

Increases  the  standard 
global  fee  for  obstetric 
services  (a  minimum  of  6 
prenatal  visits,  delivery 
and  postpartum  care)  to 
$757  (up  from  $502),  and 
establishes  a  new  "en- 
hanced global  fee"  of 
$1,027  which  adds  coord- 
inated medical  manage- 
ment, health  care  coun- 
seling,     obstetrical  risk 


ADMINISTRATION 
&  MANAGEMENT 

personal  care  aide  from  2 
to  4,  eff.  4/86.  (MA) 

Amends  eligibility  proce- 
dures for  certification 
for  medical  day  care  ser- 
vices; physician  must 
certify  applicant's  level 
of  care  and  sign  review 
form.  (MA) 


OTHER 

by  an  appropriate  repre- 
sentative, eff.  3/86.  (MA) 

Indigent  Care  -  Increases 
the  maximum  income 
standards  to  qualify  for 
the  Pharmacy  Assistance 
Program  for  the  elderly, 
eff.  12/86.  (MA) 


Initiates  preadmission 
screening  for  most  acute 
elective  hospital  admis- 
sions. Phase  I  (eff. 10/86) 
requires  screening  for 
Medicaid  admission  to 
teaching  hospitals.  Phase 
II  (eff.  1/87)  requires 
screening  for  most  Medi- 
caid admissions  to  all 
acute  hospitals.  (MA) 

Requires  detailed  record 
keeping  on  obstetrical 
care  provided  to  Medi- 
caid recipients.  (MA) 

Lifts  prior  authorization 
requirements  for  repairs 
of  DME  costing  more 
than  $35  and  amends 
provisions  for  substitute 
equipment  comparable  in 
all  respects  to  the 
equipment  to  be  serviced, 
eff.  9/86.  (MA) 


I  Indigent    Care    -  Spells 


out  conditions  hospitals 
must  meet  before  trans- 
ferring indigent  patients 
(S  465/Ch.107). 

Indigent  Care  -  Appro- 
priates almost  $15  million 
to  the  "Healthy  Start" 
program  to  provide  preg- 
nancy-related medical 
services  to  pregnant 
women  with  incomes  un- 
der 185%  of  the  federal 
poverty  level,  otherwise 
eligible  for  Medicaid  but 
for  excess  income,  who 
lack  health  insurance  or 
insurance  which  covers 
pregnancy-related  ser- 
vices (H  5601 /Sec.  4513- 
1005/FY  87  Appropria- 
tions Act). 

Indigent  Care  -  Directs 
the  Department  to  estab- 
lish rules  for  a  pilot 
program  providing  a 
maximum  one  year  of 
Medicaid  coverage  for 
AFDC  recipients  who  be- 
came employed  but  still 
make  under  185%  of  the 
federal  poverty  level  and 
do  not  have  employer 
based  health  insurance, 
and  were  enrolled  in  a 
managed  care  program, 
contingent  on  approval 
of   a   federal   waiver  (H 
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assessment   and  monitor- 
ing,   eff.    2/86.  Providers 
participating    in    the  en- 
hanced "ob"  services  pro- 
gram may  receive  an  addi- 
tional   payment    from  a 
$750,000    incentive  fund 
created    for    a  one-year 
period  only.(MA) 

Allows    community  health 
centers  to  bill  for  obstet- 
rical services  on  a  global 
fee  basis,  eff  6/86. (MA) 

Allows     selected  home 
health  agencies  to  bill  at 
a  special  rate  for  mater- 
nal and  child  health  nurs- 
ing  visits    requiring  high 
levels   of  care,   eff.  7/86. 
(MA) 

Increases  maximum  allow- 
able fees  for  most  dental 
care    services,  psycholo- 
gical assessments  and  e- 
valuations,  and  adult  day 
health   care  services,  eff. 
8/86.  (MA) 

Pays  nursing  homes  incen- 
tive   "add-on"    rates  for 
patients     needing  heavy 
care,  special  care  or  who 
have  more  than  90  admin- 
istratively necessary  days, 
eff.        10/86,  through 
contractual  performance- 
based  agreements.  (MA) 

5601/Sec.4402-5025/FY  87 
Appropriations  Act). 

Requires  the  Department 
to    investigate  incentives 
for    private    insurers  to 
offer  LTC  insurance  and 
alternatives     to  current 
LTC   financing   and  rec- 
ommend a  pilot  program 
by  3/87   (HB   5601 /Sec- 
4400-1 003/FY      87  Ap- 
propriations Act). 

Requires     a     study  of 
nursing    home  workers' 
wages,    the  profitability 
of   nursing    homes  and 
methods     of  increasing 
workers'  wages  by  12/86 
(H  5601/Sec,4402-5021/FY 
87  Appropriations  Act). 

Indiqent   Care   -  Special 
Study     Commission  on 
Health  Care  Financing  & 
Delivery    Reform,  estab- 
lished  to   recommend  a 
revision     to  Massachu- 
setts'    interim  hospital 
rate    setting    system  as 
well  as  the  "free  care" 
or   uncompensated  care 
surcharges  (authorized  in 
Ch.574  of  1985  or  "child 
of    Ch.372");    report  to 
Legislature  in  2/87. 

Develops  a  demonstration 
project   to    test   a  pro- 
spective   case-mix  reim- 
bursement system  for  a 
sample  group  of  nursing 
homes  (with  HCFA  Sec. 
11 15  funding).  (MA) 

MICHIGAN 

Covers  1)  selected  cost 
effective  OTC  drugs  and 
supplies   at   MAC  limits 
for     ambulatory  clients 
and    2)    other  products 

Considers  Medicare 
payments   under   Part  A 
and    Part    B    as  other 
insurance;  no  payment  is 
made  by  Medicaid  if  the 

Strengthens  and  clarifies 
the    existing    fraud  and 
abuse    statute,  enabling 
the   Department  to  take 
action  more  quickly  and 

Continues  the  physician 
primary  sponsor  plan  (  a 
physician  case  manage- 
ment program  in  Wayne 
Co.)     with  continued 
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not  designed  as  minimum 
floor  stock  in  nursing 
homes.  Also  expands 
coverage  of  certain 
prescribed  OTC  drugs  for 
end  stage  renal  disease, 
crippled  children  and 
long  term  care  patients, 
eff.10/86.  (MA) 

Covers  technical  surgical 
assistance  for  select 
dental  procedures 
rendered  in  IP  and  OP 
hospital  setting,  eff. 
10/86.  (MA) 


sum  of  payments  by 
Medicare  and  third  party 
insurers  equals  or 
exceeds  the  rate  that 
would  be  paid  for 
Medicaid-only  recipients. 
(HB5639/PA  266). 

Requires  DRG  prices  to 
be  set  at  a  level  so  that 
total  aggregate  payments 
are  at  least  95%  of  the 
base  year  costs,  updated 
by  an  inflation  index; 
requires  revision  in  DRG 
methodology  to  move 
from  hospital-specific 
prices  to  a  standardized 
statewide  price  with 
adjustments  (1/3  state- 
wide average  with  ad- 
justments and  2/3  hos- 
pital-specific) and 
rebased  with  the  most 
recent  complete  Medicaid 
cost  data,  eff.4/87  (HB 
5639/PA  266). 

Begins  pharmaceutical 
unit  dose  reimbursement 
for  LTC  residents,  by 
4/87  (HB  5639/PA  266). 

Changes  method  for  cal- 
culating the  nursing 
home  variable  cost 
component;  separates 
components  into  base 
costs  (patient  care)  and 
support  costs  (admini- 
stration) and  replaces  the 
variable  profit  allowance 
with  a  two  part  incentive 
component  to  reward 
homes  for  1)  greater 
proportions  of  Medicare- 
/Medicaid  patients  and  2) 
the  providers'  ability  to 
meet  certain  quality  of 
care  standards,  eff.4/86 
(MA). 

Changes  reimbursement 


effectively  against 
physicians  abusing  the 
program  (HB  5382/PA 
227/1986  Laws). 

Removes  prior  authoriza- 
tion requirements  for 
selected  hearing  services 
(including  hearing  aids) 
for  recipients  under  age 
21,  eff.10/86.  (MA) 


appropriations 
5639/PA  266). 


(HB 


Indigent  Care  -  Permits 
Wayne  County  to  estab- 
lish patient  care  man- 
agement systems  for 
general  assistance  med- 
ical care  populations 
(indigents)  and  desig- 
nates state-local  finan- 
cial liability  for 
expenses.  (MA) 

Indigent  Care  -  Requires 
the  GA-medical  program 
to  substitute  provider 
case  managed  ambula- 
tory care  plans  no 
sooner  than  7/87  (for 
the  current  local  de- 
partment written  auth- 
orization process).  Con- 
tingent on  private  fund- 
ing, requires  a  pilot 
program  in  3  counties 
to  test  a  coordinated 
inpatient  and  ambulatory 
care  program  for  non- 
Medicaid  eligible  per- 
sons (HB5437/PA134). 

Indigent  Care  -  Desig- 
nates prenatal  and 
postpartum  care  a  basic 
health  service  that  must 
be  made  available  and 
accessible  to  all  women 
who  are  pregnant,  re- 
gardless of  income.  Ap- 
propriated $5  million  to 
fund  services  to  women 
at  or  below  185%  of  the 
federal  poverty  level 
(PA  209  -  Public  Health 
Appropriations  Act). 

Indigent  Care  -  Allows 
state  to  permit  counties 
to  develop  a  case  man- 
aged program  for  per- 
sons that  are  eligible 
for  the   state  GA  pro- 
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process  for  total  par- 
enteral nutrition.  Pro- 
spective per  diem  rates 
in  LTC  facilities  will  no 
longer  include  the  cost. 
Medical  suppliers  pro- 
viding the  service  must 
obtain  prior  authorization 
and  bill  directly  and  are 
then  paid  the  lesser  of 
the  provider's  charge  or 
the  all  inclusive  rate, 
eff.  8/86. (MA) 

Expands  mental  health 
clinic  services  provider 
base  to  include  non- 
public providers,  if  they 
meet  program  certifica- 
tion requirements,  eff. 
9/86.  (MA) 

Revises  Medicaid  payment 
of  Medicare  Part  A  coin- 
surace  for  dually  eligible 
recipients  in  LTC  facil- 
ities; also  permits  nurs- 
ing homes  to  bill  Medi- 
care separately  for  ther- 
apies (PT,  OT,  speech) 
and  for  drugs,  eff.  2/87. 
(MA) 

Establishes  two  distinct 
reimbursement  methods 
for  SNF/MRs;  proprietary 
SNF/MR  facilities  con- 
tinue under  existing  pro- 
spective methods  and 
non-profit  SNF/MRs  will 
be  cost-settled  in  order 
to  accomodate  expanded 
rehabilitation  and  health 
service  requirements,  eff. 
12/86.  (MA) 

Reimburses  long  term 
care  facilities  up  to  23.5 
cents  per  mile  for  travel 
usage  by  other-than- 
facility  owned  or  leased 
vehicles,  eff.  10/86.  (MA) 


gram,  to  include  at  the 
county's  option,  IP 
hospital  care.  The  state 
may  delegate  payment 
of  providers  to  the 
county.  The  state's 
share  will  not  exceed 
50%  of  the  Medicaid 
AFDC  HMO  rate  for  the 
particular  rate  setting 
region.  (MA) 

Requires  a  report  by 
4/87  on  Department 
efforts  regarding  AIDS, 
including  costs  of  care 
paid  for  by  Medicaid, 
indigent  care  programs 
and  SSI  state  supple- 
mental programs;  AIDS 
patients  who  are  state 
program  beneficiaries; 
cost  containment 
program  effects  and 
other  related  service 
issues  (HB5437/PA134). 

Continues  to  reimburse 
freestanding  alcoholism 
treatment  centers  from 
state  funds,  eff.  10/86. 
(MA). 

Expands  Recipient 
Monitoring  Pilot 
Program  from  2,700  to 
10,000  enrollees,  by 
increasing  the  recipient 
lock-in  component  of 
the  program  (MA). 
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Changes  reimbursement 
for     EPSDT  screenings 
done    by    local  health 
departments    from  cost- 
based   to  fee-for-service. 
Payment     for  outreach 
costs     remains     on  a 
documented,   cost  basis, 
eff.  4/87.  (MA) 

Increases  pharmaceutical 
dispensing    fee    by  4%. 
(MA) 

MINNESOTA 

Clarifies   definition    of  life 
support  transportation 
service       covered  by 
Medicaid  (SB  2147/Ch.420). 

Adjusts  the  income  and 
asset  criteria  by  allowing 
income  from  allowable 
assets  to  accrue  interest, 
but  reduced  to  the 
maximum  at  the  time  of 
eligibility  redetermination. 
LTC  residents  must  also 
reduce  the  value  of  their 
personal  needs  allowance 
to  the  maximum  resource 
amount  (HB  1X/Ch.1). 

Extends   deadline  to  6/87 
for  establishing  permanent 
rules    for    nursing  home 
reimbursement    rates  and 
inspections;  allows 
emergency    rules    to  be 
promulgated    (HF  1794/- 
Ch.316). 

Changes  the  computation 
of       inpatient  hospital 
(DRG)    rates    to  include 
partial    costs    of  outlier 
cases;     prohibits  billing 
until     the     recipient  is 
discharged     but  permits 
monthly  interim  payments 
for  hospitals  with  patients 
whose    length     of  stay 
exceeds    30    days  (SB 
2147/Ch.420). 

Requires       (instead  of 
permits)    readjustment  of 
claims  after  8/85  based  on 
recomputation     of  DRG 
relative     values;  permits 
(rather      than  requires) 
reconstitution  of  the  diag- 
nostic      categories  to 
reflect      actual  hospital 
practices  or  other  factors 
(S1X-  Budget  Act). 

Requires  the  adoption  of 
the  1985  life  safety  code 
standards  for  ICF-MRs 
(SF  1580/Ch.371). 

Amends  the  nursing  home 
preadmission  screening 
program  statute  by  speci- 
fying when  only  one 
screening  team  member  is 
required,  provides  exemp- 
tions for  certain  indivi- 
duals; requires  payment 
for  the  screening  by 
Medicaid  for  recipients 
and  by  nursing  &  board- 
ing homes  for  non-Med- 
icaid  eligibles  (SB 
2147/Ch.420). 

Revises  the  allocation 
formula  for  alternative 
care  grants  to  counties 
and  requires  rules  for 
setting  rates  to  reim- 
burse the  costs  of  com- 
munity care  for  persons 
screened  in  the  LTC  pre- 
admission screening  pro- 
gram (SB  2147/Ch.  420). 

Specifies  procedures 
nursing  homes  must  use 
to  refund  excess  charges 
made  to  private  pay  res- 
idents (SB2147/Ch.420). 

Mandates  the  State  Plan- 
ning Agency  to  study  the 
appropriateness  of  cur- 
rent geographic  groupings 
for  reimbursement  of 
nursing  home  operating 
costs  (SB2147/Ch.420). 

Creates  a  Task  Force  on 
long  term  care  health 
planning  to  develop  a 
plan  to  determine  the 
need  for  additional  LTC 
facilities,  examine  the 
need  for  a  continued 
LTC  bed  moratorium,  and 
for  revision  of  the  ICF 
II  class;  determine  how 
to  modernize  or  renovate 
20-30  year  old  LTC  faci- 
lities to  improve  energy 
efficiency  and  quality  of 
life  (SB  2147/Ch.420). 

Requires  monitoring  of 
the  provision  of  subacute 
or  transitional  care  by 
collecting  data  from  both 
hospitals  and  nursing 
homes  (SB  21 47/Ch.420). 
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Adds  to  the  swing  bed 
requirements  that  pa- 
tients be  transferred 
from  the  same  or  another 
acute  care  hospital,  eff. 
5/86  (SB  2147/Ch.420). 

Requires    the  establish- 
ment and/or  enhancement 
of  computer  systems  for 
the  efficient  operations 
of  local  welfare  programs 
including    Medicaid  and 
General  Assistance  medi- 
cal care  (HB  1X/Ch.1). 

MISSISSIPPI 

Adds      essential  trans- 
portation services. 

Limitations  on  amount  or 
frequency  of  service  use, 
nor  fees   or  charges  for 
services  may  be  changed 
from   those   in   effect  on 
7/86     without  legislative 
authorization. 

Expands   EPSDT  program 
to   cover  eligibles   up  to 
age    21;    copayment  re- 
quirements   for  recipients 
ages  18-21  apply.  (MA) 

Authorizes     coverage  of 
recipients   under   age  18 
for    mental    health  clinic 
services.  (MA) 

Adds  case  management  for 
MR     and     CMI  through 
community    mental  health 
centers.      Services  are 
limited    to    8    hours  per 
client  per  month.  (MP) 

AFDC  standard  of  need 
raised  to  50%  of  the 
federal  poverty  level 
(adopted  by  Welfare 
Board). 

Medical  assistance  need 
standard  for  aged,  blind 
or  disabled  raised  to  new 
maximums  in  accordance 
with  1/87  SSI  increase. 
(MA) 

NOTE:  All  legislative 
entries  are  provisions  of 
SB  2116/Ch.437  of  1986, 
known  as  the  Health 
Services  Reorganization 
Act,  unless  otherwise 
indicated. 

Prohibits  changes  in  pro- 
vider payment  rates  in 
effect  7/86  unless  author- 
ized by  the  legislature, 
required  by  federal  law  or 
to  correct  administrative 
errors  in  calculating  rates. 

The  personal  funds  of 
LTC  residents  who  die  and 
are  without  heirs  can  be 
paid  to  a  state  institution 
rather  than  transferred  to 
Medicaid. 

Eliminated  option  to  bill 
for  obstetrical  care  on  a 
global  fee  basis;  providers 
may  bill  for  each  visit, 
pre  and  post-partum,  and 
for  the  delivery  eff.7/86. 
(MA) 

Increases  hourly  fees  for 
individual  therapy  pro- 
vided in  a  CMHC  from  $30 
to  $45.  (MA) 

Sets  fees  for  case  man- 
agement services  for  MR 
and  CMI  patients  at  $24 
per  hour.  (MP) 

Requires  the  Medicaid 
Division  and  the  Depart- 
ment of  Health  to 
contract  or  provide  for 
consolidated  on-site 
facility  inspections 
required  by  Medicaid  and 
Medicare. 

Places  all  provider  types 
on  TPL  cost  avoidance 
except  drug.  Implements 
new  drug  pay  and  chase 
system  under  waiver. 
(MA) 

Indiqent  Care  -  Repeals 
the  State  Hospital  Com- 
mission indigent  care 
program  and  replaced  it 
with  expanded  AFDC  eli- 
gibility criteria  and  two 
county  funded  indigent 
care  programs. 

Indiqent  Care  -  Auth- 
orizes counties  to  est- 
ablish a  county-funded 
Indigent  Care  and  Health, 
Education  and  Welfare 
Fund  (counties  do  not 
have  home  rule  in  the 
state)  to  provide  health 
services  to  indigent  res- 
idents of  Tunica  County 
(HB  643/Ch.844)  and 
Panola  County  (HB1208/ 
Ch.847). 

Imposes  a  one  year  CON 
moratorium,  until  7/87, 
for  any  purpose  (except 
for  swing  beds,  needed 
renovations,  and  pro- 
posals already  on  file). 
Continues  the  moratorium 
on  nursing  homes  and 
home  health  agencies, 
with  certain  exceptions. 
Requires    CON  approval 
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for  sales  of  nursing 
homes  at  less  than  fair 
market  value  and  changes 
in  nursing  home  owner- 
ship to  provide  for 
revaluation  of  assets. 

Transfers  the  responsi- 
bilities of  the  Hospital 
Reimbursement  Commis- 
sion for  determining  pa- 
tients' financial  ability  to 
pay  for  services  of  state 
institutions  to  their 
directors. 

Adds  a  home  and  commu- 
nity based  services  pilot 
program  under  waiver.  (MA) 

MISSOURI 

Changes  nursing  home  pa- 
tients'      allowance  for 
temporary  absences,  from 
two  days  per  quarter  to 
up  to  four  days  during  a 
period  of  six  consecutive 
months   (SB  463   &  629/ 
1986  Laws). 

Establishes  regulatory 
basis       for  Medicaid 
coverage    of    organ  and 
bone   marrow  transplants 
and  defines  scope,  reim- 
bursement and  administra- 
tive procedures,  eff.  4/86. 
(MA) 

Revises     the  regulatory 
basis  for  the  provision  of 
home     health  services, 
increasing  the  restrictions 
for       coverage  using 
Medicare    principles,  eff. 
7/86.  (MA) 

Prohibits  benefits  to  any 
claimant  who  disposes  of 
property  for  less  than  fair 
market  value  at  any  time 
during  which  benefits  are 
being  drawn  (SB  463  & 
629/1986  Laws). 

Increases  value  of 
property  an  individual  or 
couple  actually  living 
together  may  own  from 
$20,500  to  $23,000  with 
the  limit  increasing 
annually  $2,000  beginning 
7/87  until  limitation 
reaches  $31,000  (SB  555  & 
570/1986  Laws). 

Requires  an  exception 
process  for  covering 
IP  hospital  services  where 
need  for  treatment  ex- 
ceeds the  75th  percentile 
PAS  or  the  Medicaid- 
established  length  of  stay 
schedules  for  specific 
diagnoses  (SB  463  & 
629/1986  Laws). 

Hospital  reimbursement 
rates  must  take  into 
account,  through  its 
payment  system  for  hos- 
pital services,  the  situa- 
tion of  hospitals  that 
serve  a  disproportionate 
share  of  low-income 
Medicaid  recipients  (SB 
463  &  629/1 986  Laws). 

Exempts  ICFs-MR  entering 
the  Medicaid  program 
after  7/83  from  appli- 
cation of  the  rate  setting 
methodology  under  current 
law  (SB  463  &  629/1986 
Laws). 

Extends  the  current 
moratorium  on  new 
nursing  home  con- 
struction from  7/87  to 
7/89  (SB  553  &  775/1986 
Laws). 

Prohibits  use  of  public 
funds,  facilities  or 
employees  to  perform  or 
assist  in  the  performance 
of  abortions  or  to  coun- 
sel or  encourage  a  wo- 
man to  have  an  abortion 
not  necessary  to  save 
the  mother's  life  (HB 
1596/1986  Laws). 
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Planning  for  DRG  payment 

Indiqent  Care  -  Revises 

system  for  inpatient  hos- 

(primarily   by  increasing) 

pital     services     still  in 

income     eligibility  stan- 

process; implementation 

dards   for   general  relief 

scheduled  for  9/87.  (MA) 

medical  assistance  (HB  33 

XX/1986  Laws). 

Adds    property    rate  ad- 

justments to  nursing  home 

payments     for  extensive 

remodeling,  new  bed  con- 

struction, refinancing 

long-term  debt  and  rene- 

gotiating leases,  eff.  4/86. 

(MA) 

NEBRASKA 

Expands    EPSDT  benefits 

State  is  liable  for  payment 

Requires   nursing  homes 

Conforming  language  and 

to         allnw  nutritional 

l\J                    till  J  i  i                      I  I  LJ  1  1  1  L  1  V  1  1  Q.  1 

of  Medicaid  claims  for  el- 

to  retain   residents  who 

numbering     of  statutes 

rnun^plinn  anri  wpII  hahv 

igible    persons    from  the 

become  eligible  for  Medi- 
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date   the   service   is  ren- 
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tractors     (LB  1254/1986 

setting,  eff. 3/86.  (MA) 

dered  (LB  1 253/1 986Laws). 

been   there  for  at  least 

Laws) . 

one  year  after  the  act's 
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receipt   of  audited  Medi- 

for Medicaid,  as  a  condi- 

Limits   coverage   of  OTC 

care  cost  report,  for  rates 

tion     of    licensure  (LB 

drugs  to  those  listed  by 

eff.  7/86  and  later.  (MA) 

782/1986  Laws). 

the  department,  eff.  8/86. 

(MA) 

Allows    negotiation    of  a 

Removes    prior  author- 

written  contractual  agree- 

ization    requirement  for 

Clarifies       IP  hospital 

ment  for  a  per  diem  rate 

infant     apnea  monitors 

services    to    mean  ad- 

for   IP    services    as  an 

and       clarifies  policy 

missions     for     over  24 

alternative  to  the  current 

regarding     eligibility  of 

hours,   but  counts  those 

prospective  per  diem  rate, 

infants     for  monitoring, 

receiving    continuous  OP 

eff.  5/86.  (MA) 

eff.  10/86.  (MA) 

care  for  over  24  hours  as 

inpatients.  (MA) 

Specifies  three  categories 

Expands      local  office 

of  special  needs  clients  in 

responsibility     for  prior 

SNFs  and  adds  an  incen- 

authorization    of  vision 

tive  factor  for  payment  to 

care   services,    eff.  8/86. 

proprietary     facilities  for 

(MA) 

their  care,  eff.  8/86.  (MA) 

Changes    physician  re- 

Includes  ancillary  services 

certification  requirement 

of  drugs  and  medical  sup- 

for   personal    care  ser- 

plies  in    IP   hospital  per 

vices  from  every  60  days 

diem    rates,    eff.  10/86. 

to   every   6   months  or 

(MA) 

whenever     the  clients' 

needs  change.  (MA) 

Changes  payment  method- 
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ology  for  OP  hospital  and 
ER  services  to  a  prospec- 
tive  rate   based   on  the 
hospital's  ratio  of  cost  to 
charge,    eff.    10/86,  and 
allows    for    payment  of 
non-emergent  services 
provided  in  the  ER  under 
some  conditions.  (MA) 

Sets  payments  for  covered 
ambulance    services,  eff. 
10/86.  (MA) 

Clarifies   payment   for  IP 
radiology    services  such 
that    the   technical  com- 
ponent  is   all-inclusive  of 
the  hospital  per  diem  rate; 
physicians  can  bill  for  the 
professional  component  at 
reasonable     charge  with 
limits,  eff.  10/86.  (MA) 

Specifies  that  the  depart- 
ment use  the  75th  percen- 
tile of  the  PAS  length  of 
stay  when  reviewing  hos- 
pital   claims,    eff.  10/86. 
(MA) 

Allows  the  department  to 
adjust  a  pharmacy's  dis- 
pensing fee  to  the  lowest 
other  third  party  program 
fee     accepted     by  the 
pharmacy,  eff.  8/86.  (MA) 

Adds  7  cents  per  claim  as 
an  incentive  payment  to 
encourage    providers  to 
submit     claims  electron- 
ically, eff.  8/86.  (MA) 

Allows    payment   for  liver 
or  heart  transplanst  at  a 
facility-specific  percentage 
of     billed     charges  for 
allowable  services  with  a 
retroactive  settlement. 
(MA) 

Implements   ICF-MR  client 
need  status  rating  system 
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OTHER 

for  reimbursement 
purposes,  eff.  12/86.  (MA) 

Allows  an  additional  35 
cents  per  hour  for  trained 
personal  care  aides,  eff. 
12/86.  (MA) 

NEVADA 

Adds  services  by  certified 
psychologists    to  include 
psychological  evaluations, 
testing,  and  limited  crisis 
intervention  counseling 
when  ordered  by  a  phys- 
ician and  prior  authorized. 
(MA) 

Creates  a  special  reim- 
bursement rate  for  de- 
pendent-on-life-support 
level  of  care,  eff.  1/86. 
(MA) 

Sets  a  prospective  pay- 
ment rate  for  administra- 
tive days  in  hospitals  for 
both  SNF  and  ICF  levels 
of  care,  eff.  7/86.  (MA) 

Raises  prospective  rates 
for  IP  hospital  stays  for 
up  to  15  days  by  about 
3.2%,  eff.  7/86.  (MA) 

Increases  rates  for  a  host 
of  providers  and  services, 
including:  nurse  practi- 
tioners, nurse  midwives, 
podiatrists,  dentists, 
physicians,  physical  thera- 
pists, occupational  ther- 
apists, speech  pathologists 
and  audiologists,  opto- 
metric  and  optical  ser- 
vices, free-standing  clin- 
ics, eff.  1/86.  (MA) 

Initiates  all-inclusive 
prospective  reimbursement 
for  orthodontists,  eff. 
9/86.  (MA) 

Expands    list    of  dental 
procedures   available  for 
children    under    age  21 
without    prior  authoriza- 
tion    requirements,  eff. 
9/86.  (MA) 
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OTHER 


Covers  ten  reserved  bed 
days  per  year  for  nursing 
home  residents,  eff.7/86. 
(MA) 

Increases  SSI/SSA  benefit 
levels  by  3.1%,  eff.  1/86 
(MA) 


Authorizes  expanded  cov- 
erage of  optional  categor- 
ically and  medically  needy 
groups  by  administrative 
rule,  subject  to  available 
funds  (HB  470/Ch.183). 

Prohibits  transfer  of  pro- 
perty at  less  than  fair 
market  value  within  three 
years  preceding  appli- 
cation (HB  470/Ch.183). 

Increases  standard  of  need 
for  adults  in  independent 
living  arrangements  and 
raises  the  protected  in- 
come level  for  MN.  Also 
raises  the  nursing  home 
cash  assistance  program 
level  from  $822  to  $848 
(300%  of  the  SSI  benefit 
for  a  single  person),  eff. 
1/86.  (MA) 


Requires  rates  for  commu- 
nity living  facilities  to 
provide  for  a  "reasonable 
subsistence"  level  for  per- 
sons with  mental  or  de- 
velopmental disabilities 
(HB  470/Ch.183). 

Changes  to  a  flat  rate 
reimbursement  system  for 
home  health  agencies 
(from  a  Medicare-based 
cost  Settlement  system), 
eff. 5/86.  (MA) 


Entered  into  a  contract 
with  a  fiscal  agent  for 
the  MMIS.  eff.  7/85. 
(MA) 

Expands  the  contract  for 
HMO  optional  enrollment 
to  include  two  more 
cities,  eff.  7/86.  (MA) 

Places  all  responsibility 
of  legal  liability  for 
state-administered  assist- 
ance programs  on  coun- 
ties, eff.  1/86  (SB  1/  Ch. 
380). 

Requires  preadmission 
screening  of  all  private 
pay  nursing  home  appli- 
cants at  financial  risk  of 
qualifying  for  Medicaid 
within  six  months  of  ap- 
plication, eff.  6/86  per 
1985  law.  (MA) 


Requires  county  assump- 
tion of  some  financial 
payments  for  non-nursing 
home  institutional  costs 
of  recipients  in  aged  and 
disabled  programs,  eff. 
1/86  (SB  1/Ch.  380). 


NEW  JERSEY 


Note:  New  Jersey's  legislative  session  carries  over  from  1986  to  1987. 


Initiates  coverage  of  OP 
hospital  services  in  the 
MN  program,  eff.  1/87. 
(MA) 

Increase  the  personal 
needs  allowance  from  $25 
to  $50  which  would  not 
count  as  increased 
income  for  federal  SSI 
eligibility  purposes  (SB 
983/still  pending). 

Provides  for  a  cost  of 
living  increase  to  the 
personal  needs  allowance 
equal  to  the  annual 
Social  Security  COLA 
(AB  3360/still  pending). 

Adds  the  services  of  a 
reader  or  interpreter  to 
blind  or  deaf  persons 
provided  in  the  home  (AB 


Does  not  count  uncom- 
pensated value  of 
transferred  resources 
which  do  not  exceed  the 
applicable  resource 
maximum  (SB  1900/Ch.41- 
FY  87  Budget  Resolution 
1986). 

Provides  Medicaid  cov- 
erage for  up  to  2  years 
for  former  AFDC  recip- 
ients who  are  employed 
and  make  less  than 
$12,000  annually  (except 
those  who  are  covered 
by  private  health  insur- 
ance (SB  2047/still 
pending). 

Establishes  a  "Health 
Care  Program  for  Preg- 
nant Women  &  Children" 
to  provide  a  prescribed 


Under  the  DRG  system, 
establishes  hospital  re- 
sponsibility for  the  cost 
of  certain  services  and 
equipment/supplies  re- 
ceived by  Medicaid  inpa- 
tients. When  these  ser- 
vices are  provided  by  a 
vendor  outside  the  hos- 
pital, Medicaid  will  reim- 
burse the  hospital.  (MA) 

Establishes  a  rate  of 
$22.50  for  two  procedures 
performed  at  mental 
health  clinics:  1)  off-site 
crisis  intervention  and 
2)comprehensive  intake 
evaluations.  (MA) 

Increases  reimbursement 
rates  for  personal  care 
services  provided  by 
independent  mental 


Permits  nursing  homes  to 
transfer  persons  on 
private  pay  contracts, 
with  state  approval,  to 
Medicaid  even  if  the 
nursing  home  stops  par- 
ticipating in  Medicaid 
(AB  1932  &  SB  1523/ 
Ch.8,  1986  Laws). 

Requires  private  health 
insurers  to  permit  the 
Department  to  match  its 
Medicaid  eligibility  file 
against  the  insurer's 
policyholder  file  (SB 
1900/Ch.41,  FY  87  Budget 
Resolution). 

Establishes  a  nursing 
home  preadmission 
screening  program  for 
Medicaid  eligible  persons 
or  those  who  would  be 


Establishes  the  NJ 
Nursing  Home  Medicaid 
Reimbursement  Study 
Commission  to  examine 
quality  of  care  and 
adequacy  of  reimburse- 
ment (AB  1999  &  SB 
1548/Ch.63). 

Indigent  Care  -  Estab- 
lishes the  New  Jersey 
Uncompensated  Care 
Trust  Fund,  to  reim- 
burse hospitals  for 
uncompensated  care  by 
means  of  a  uniform 
add-on  to  each  hospi- 
tal's rates  by  all  payers, 
supplemented  by  state 
general  funds.  (SB 
2024/Ch.  204). 

Memorializes  Congress 
to  amend  Federal  law  to 
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BENEFITS 

931  &  AB  2086/still 
pending). 

Adds  Medicaid  coverage 
of  alcoholism  treatment 
services  in  approved 
freestanding  facilities  (SB 
2361 /still  pending). 

Increases  the  maximum 
number  of  hours  personal 
care  assistants  may 
provide  care  from  20  to 
25  hours  per  week.(MA) 

Establishes  nursing 
reassessment  visits  within 
the  personal  care 
assistant  program  to 
reevaluate  the  need  for 
continued  care. (MA) 

Provides  for  coverage  of 
mental  health  off-site 
crisis  intervention, 
emergency  visits  to  non- 
institutionalized  indivi- 
duals away  from  mental 
health  clinics  limited  to 
2  visits  per  patient  per 
six  month  period.  (MA) 

Provides  for  coverage  of 
comprehensive  mental 
health  clinic  intake 
evaluations  limited  to 
one  a  year  per  patient. 
(MA) 

Adds  magnetic  resonance 
imaging  as  a  benefit  to 
concur  with  Medicare 
coverage.  (MA) 

Covers  medically  neces- 
sary services  provided  by 
the  personal  care  assist- 
ance program  to  certain 
children  living  in  foster 
care  homes.  (MA) 


ELIGIBILITY 

set  of  comprehensive 
maternity  care  and  child- 
ren's health  services,  to 
Medicaid  eligibles  or  any 
pregnant  woman  or  child 
under  19  months  with 
income  at  or  below  the 
federal  poverty  level  (AB 
2733/still  pending). 

Changes  voluntary 
transfer  of  assets  rules 
to  allow  creation  of 
qualified  or  "living 
trusts"  to  serve  as  a 
moderate  standard  of 
living  income  for  a 
Medicaid  applicant's 
spouse  or  dependents 
until  they  reach  age  21. 
Upon  spouse's  death  or 
when  the  children  reach 
age  21,  Medicaid  would 
have  first  claim  on  the 
remaining  assets  in  the 
trust  (SB  739/still 
pending). 

Makes  parents  of  child- 
ren over  18  years  of  age 
responsible  relatives 
under  the  public  assist- 
ance law  (SB  267/still 
pending). 

Limited  medically  needy 
program  went  into  effect 
7/86,  covering  qualified 
pregnant  women,  children 
under  age  21  and  the 
aged,  blind  and  disabled 
(pursuant  to  1985  law). 


REIMBURSEMENT 

health  clinics. (MA) 

Sets  maximum  fees  for 
magnetic  resonance  imag- 
ing (MRI)  at  $300  for 
provision  in  a  non-hos- 
pital setting  and  $84  for 
provision  in  a  hospital. 
(MA) 

Establishes  a  severity 
index  to  determine  the 
number  of  hours  of  dirct 
nursing  care  to  be 
provided  to  an  individual 
in  a  long  term  care 
facility  (AB  1251 /still 
pending). 

Increases  transportation 
reimbursement    rate  for 
independent  clinics  to 
$4.50  each  way.  (MA) 

Sets  rates  for  special  and 
private  psychiatric 
hospitals  according  to 
level  of  care  provided. 
Bases  payment  on  state- 
wide weighted  average 
rates  for  SNF  or  ICF 
level  patient  days.  (MA) 

Increases  fees  for 
selected  mental  health 
procedures  provided  by 
independent  clinic 
providers,  eff.  11/86. 
(MA) 

Increases  maximum  fee 
allowances  for  DTP 
vaccines  (adult  version 
TD),  eff.  6/86. (MA) 


ADMINISTRATION 
&  MANAGEMENT 

so  within  6  months  of 
admission;  prescribes 
program  services  includ- 
ing eligibility  determina- 
tion, assessment,  case 
management  and  ongoing 
monitoring  (AB  1431 /still 
pending).  A  related  bill 
would  require  the  same 
for  all  applicants  (AB 
1849/still  pending). 

Requires  employers  to 
report  employees'  health 
insurance  benefits 
information  to  match 
against  Medicaid  applica- 
tions or  recipients 
records  (SB  1711 /still 
pending). 

Requires  support  orders 
to  include  medical 
insurance  coverage  if 
available  at  little  or  no 
cost  when  the  children 
are  recipients  of  public 
assistance  (SB  208/still 
pending). 

Allows  personal  care 
services  to  be  provided 
in  conjunction  with  home 
health  services  as  long 
as  they  are  not  provided 
at  the  same  time  to  the 
same  patient. (MA) 

Contracting  with  PRO  of 
NJ  to  perform  retrospec- 
tive UR  of  IP  (acute, 
specialty,  and  psychiatric 
hospital)  and  OP  ser- 
vices. Decisions  are 
binding  but  hospitals  may 
file  appeals.  (MA) 

Establishes  a  project  to 
provide  legal  assistance 
to  Medicare  beneficiaries 
to  appeal  termination  or 
denial  of  Medicare  ben- 
efits (AB  3140/still 
pending). 


OTHER 

grant  states  greater 
authority  to  use  liens 
on  the  homes  of  Medi- 
caid recipients  to 
recover  benefit  costs 
where  the  recipients' 
spouse  or  dependents 
(up  to  age  21)  sell  or 
no  longer  use  the  home 
(SR  22/Adopted). 

Establishes  a  commission 
to  study  the  feasibility 
of  mandating  group 
health  insurance  plans 
to  provide  LTC  coverage 
(SJR  32/still  pending). 

Establishes  a  commission 
to  study  the  feasibility 
of  providing  coverage 
to  certain  handicapped 
children  (SB  1288/still 
pending). 

Provides  for  a  gradual 
phase-out  of  mainte- 
nance payments  current- 
ly required  of  counties 
for  care  of  patients  in 
state  or  county  institu- 
tions for  the  MR  or  in 
community  residential 
facilities  (AB  605/still 
pending). 

Memorializes  the  Pres- 
ident and  Congress  to 
revise  SSI  eligibility 
requirements  for  blind 
or  disabled  children  who 
receive  care  at  home  by 
eliminating  consideration 
of  parents'  income  and 
assets  (SR  4/still 
pending). 

Requires  a  feasibility 
study  on  mandated 
medical  exams  and 
health  care  needs 
assessments  for  all 
Medicaid  applicants  (SB 
2700/still  pending).  
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Requires  review  and 
modifications  to  eliminate 
procedural  delays  in 
processing  Medicaid 
applications  to  nursing 
homes  (AJR  65  &  SJR 
51  /still  pending). 

Indiqent    Care    -  Disre- 
gards the  Social  Secur- 
ity  COLA  from  income 
determinations    for  the 
Pharmaceutical  Assist- 
ance   Program   for  the 
Aged  &  Disabled  if  the 
COLA    disqualifies  the 
person    from  eligibility 
(SB  732/still  pending). 

Establishes     a  Cata- 
strophic Illness  in  Child 
Relief     Fund     to  help 
families   whose  children 
have     a  catastrophic 
health     condition  (SB 
1550/still  pending). 

Implemented    a  Model 
Waiver      III,  providing 
case    management  and 
private  duty  nursing  to 
up  to  50  blind  or  dis- 
abled recipients  under  a 
special  income  standard, 
eff.  4/86.  (MA) 

NEW  MEXICO 

Raises  income  ceiling  in 
institutional  care  program 
and  the  coordinated  in- 
home  community  care  pro- 
gram from  $860  to  $871 
and  increases  resource 
maximum  for  the  SSI  pro- 
gram to  $1800  for  indivi- 
dual eligibles  and  to  $2700 
for  eligible  couples  each 
year  through  1989,  eff. 
1/87.  Also  deletes  the 
community  property  of 
spouses  provision  in 
determining  the  resource 
limitation.  (MA) 

Implements  DEFRA  pro- 
vision requiring  recipients, 
as  a  condition  of  eligibil- 
ity, to  furnish  their  social 
security  account  number, 
to  assign  the  state  his/her 

Refines  prospective  pay- 
ment system  for  inpatient 
hospital  care  by  assigning 
hospitals  to  four  peer 
groups  (teaching,  referral, 
regional  and  community) 
and  sets  maximum  opera- 
ting costs  per  discharge 
for  hospitals  within  each 
peer  group  at  115%  of  the 
peer  groups'  median  op- 
erating costs,  eff.7/86. 
(MA)  Outlier  policy  under 
review. 

Extends  utilization  re- 
view process  to  include 
approval  for  certain  sur- 
gical procedures,  retro- 
spective review  of  ad- 
missions, length  of  stay 
and  diagnosis  validation, 
and  review  of  hospital 
transfers,  readmissions 
and  quality  of  care, 
eff.2/86.(MA) 

Creates   a   Joint  Interim 
Legislative  Committee  to 
study  the  cost  effective- 
ness     of  state-owned 
nursing    homes;  report 
due    to    legislature  by 
12/86  (HB  88/1986  Laws). 

Indiqent  Care  -  Requests 
the    NM   association  of 
counties  and  the  hospital 
association    to  develop 
model  administrative 
guidelines    to  implement 
the    previously  enacted 
Indigent  Hospital  Claims 
Act  in  order  to  develop 
a  comprehensive  approach 
to  providing  health  care 
for     medically  indigent 
(Sen. Mem  33/1986  Laws). 
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NEW  YORK 


Extends    emergency  aid 
and     SSI     benefits  for 
aged,  blind  and  disabled 
recipients    until  1988 
(S7832/Ch.14). 

Adds  audiology  services 
provided  by  any  licenced 
practitioner  (S  8170/- 
Ch.556). 

Adds  hospice  as  a  home 
health  care  benefit, 
similar  to  Medicare  but 
without  an  annual  cap  on 
payments.  (MA) 


ELIGIBILITY 

right  to  medical  support 
and  third  party  payments, 
and  to  cooperate  in  ob- 
taining other  supports, 
eff.6/86.  (MA) 


Extends  duration  by  3 
years  and  reporting 
period  by  one  year  the 
program  which  expanded 
eligibility  to  chronically 
ill  children  who  are 
cared  for  in  the  home 
under  a  model  waiver 
(AB9864/Ch.130). 

Increases  monthly  need 
standards  for  aged,  blind 
and  disabled  persons, 
payments  to  persons 
receiving  mandatory 
minimum  state  supple- 
mentation and  the 
personal  needs  allowances 
of  people  receiving 
family  care,  residential 
care  and  care  in  schools 
for  the  mentally  retarded 
(S  9440/Ch,502). 

Prohibits  restriction  of 
any  eligibility  or  scope 
of  benefits  to  recipients 
enrolled  in  the  Monroe 
Co.  capitation  rate 
demonstration  project 
(SB  Int.  7890/Ch.  707). 


Specifies  methods  and 
base  years  for  computa- 
tion of  reimbursement 
rates  for  hospital  OP  and 
emergency  services,  and 
diagnostic  and  treatment 
(primary  care)  centers 
and  appropriates  funds, 
eff.4/86  (S  8358/Ch.22  & 
S8370/Ch.30). 

Pays  for  IP  diagnosis  and 
treatment  of  alcoholism 
in  alcohol  treatment 
facilities  (but  not  in 
hospitals)  with  rates  to 
be  determined  (S  7869  & 
A9677/Ch.743). 

Limits  Medicaid  payment 
to  physicians  for  de- 
ductible or  coinsurance 
for  Part  B  services  pro- 
vided to  dually  eligible 
(Medicare  and  Medicaid) 
enrollees  to  the  lesser  of 
the  a)  Medicaid-only  rate 
or  b)  the  Medicare  ap- 
proved amount,  eff.  1/87. 
(MA) 


Expands  fraud  and  abuse 
controls  to  include 
requirements  for  provider 
re-enrollment  at  regular 
intervals  and  clearing  of 
physicians  prior  to 
prescription  of  certain 
medications  and  equip- 
ment. (MA) 


Expands  the  nursing 
home  without  walls 
demonstration  program 
to  determine  the  impact 
of  raising  the  expend- 
iture limit  for  home 
health  services  to  100% 
of  the  average  monthly 
cost  of  care  in  an  SNF 
or  ICF  (from  the  pre- 
vious 75%  limit)  for 
people  with  special 
needs  (S  8375/Ch.629). 

Extends  authority  for 
the  Eldercare  social/ 
HMO  project  until  4/89 
(AB  10560/Ch.  578)  and 
its  Medicaid  demonstra- 
tion status  (SB  Int.  925/ 
Ch.  578). 

Indigent  Care  -  Assesses 
hospitals  3.8%  on  inpa- 
tient gross  revenues  for 
7/86  to  12/86  and  1.9% 
from  1/87  to  12/87,  to 
continue  the  statewide 
pool  which  covers  bad 
debt  and  charity  care 
costs;  exempts  hospitals 
which  qualify  for  distri- 
butions from  the  fund 
and  defines  the  metho- 
dology for  disbursements 
(S9477/Ch,272). 

Indigent  Care  -  Estab- 
lishes a  primary  health 
care  services  initiative 
to  provide  targeted 
grants  to  primary  care 
centers  which  serve  the 
medically    indigent  (AB 
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10446  &S9574/Ch.407). 

Indiqent  Care  -  Extends 
to  3/87  the  act  author- 
izing    special  hospital 
project  bond  issuance  to 
assist  in  providing  ade- 
quate health  care  to  low 
income     persons  (AB 
10647  &S  931 0/Ch.829). 

Indiqent  Care  -Increases 
the     funding  authority 
for  the  New  York  State 
Medical    Care  Facilities 
Finance    Agency  from 
$3.55     billion    to  $4.5 
billion     (S  8328-A/Ch. 
337). 

Indiqent  Care  -  Permits 
the  development,  imple- 
mentation and  operation 
of     pilot  prospective 
reimbursement  programs 
associated  with  resource 
use  patterns  in  render- 
ing ambulatory  care  ser- 
vices in   general  hospi- 
tals and  diagnosis  and 
treatment    centers  (AB 
10445-A/Ch.600). 

Establishes  a  demonstra- 
tion project,  funded  by 
HCFA.    to    test  reim- 
bursement   linked  with 
quality     assurance  in 
nursing  homes.  (MA) 

Indiqent   Care  -  Estab- 
lishes   a    program  for 
elderly  pharmaceutical 
insurance    coverage  to 
subsidize  drug  costs  of 
low  income  persons  over 
age  65  with  incomes  up 
to    $15,000    for  indivi- 
duals   and   $20,000  for 
couples     under  either 
comprehensive  coverage 
(limit  on  copayments  at 
8%  of  income)  or  cata- 
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strophic  coverage  (limit 
on  copayments  at  10% 
of   income)    (A   1 /Extra- 
ordinary Session/Ch. 
241). 

NORTH  CAROLINA 

Increases  therapeutic 
leave   days   from  nursing 
homes  from  18  days  to  60 
days    (HB    2055/FY  I987 
Appropriations  Act). 

Increased  medically  needy 
income  levels  approx- 
imately 5%:  from  $2,700  to 
$2,800  for  individuals  and 
from  $3,500  to  $3,600  for 
couples  (HB  2055/FY  I987 
Appropriations  Act). 

Extends  AFDC  eligibility 
to  two  parent  families, 
eff.  7/87  (HB  2055/FY 
I987  Appropriations  Act). 

Increases  pharmacy  dis- 
pensing fee  from  $3.50  to 
$3.67.  eff.  7/86  (HB 
2055/FY  (1987  Appropria- 
tions Act). 

Contracts  for  single 
supplier  of  optical 
supplies  via  competitive 
bid.  eff. 7/86  (MA). 

Awards  contract  for 
preadmission  review  of 
hospital  inpatient  ser- 
vices to  the  Medicare 
PRO,  eff.11/86.  (MA). 

Implements  requirements 
for  pre-admission  auth- 
orization of  non-emer- 
gency acute  hospital 
level  of  care.  (MP) 

Indiqent  Care  -  Approp- 
riates $375,000  for  FY  87 
to  provide  home  health 
care  to  the  indigent  (HB 
2055/FY  1987  Appropria- 
tions Act). 

N      RTH  D  AK^DTA     No  regular  legislative  session  held  in  1986.  No  significant  regulatory  changes  this  year. 

OHIO 

Clarifies  policy  related  to 
ADC-related  Medicaid, 
covering  families,  children 
and  pregnant  women; 
mandatory  cooperation  in 
securing  child  support  is 
required.  (MA) 

Permits  a  pharmacist  dis- 
pensing fee  to  be  estab- 
lished (little  change  from 
previous  policy)  (HB  812/ 
1986  Laws). 

Requires  an  expanded  list 
of  state  agencies  to  com- 
pare information  to  de- 
termine if  public  assist- 
ance recipients  are  em- 
ployed or  receive  other 
benefits  such  as  workers' 
compensation  and  to  de- 
termine if  overpayment 
has  occurred  (HB  242/ 
1986  Laws). 

Makes  the  crime  of  false 
or  misleading  statements 
in  order  to  obtain 
Medicaid  reimbursement  a 
felony  under  the  fraud 
statute  (HB  340/1986 
Laws). 

Places  contracting  Med- 
icaid   HMOs    under  the 

Makes  permanent  the 
Homemaker-Home  Health 
Aide  Program  by  provid- 
ing full  state  funding, 
eff.  7/86:  the  program 
trains  public  assistance 
recipients  who  volunteer, 
enabling  them  to  provide 
aide  services  to  elderly 
and  disabled  persons  who 
are  or  may  be  receiving 
Medicare  and  Medicaid 
home  care  services.  (MA) 
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supervision  of  a  legis- 
lative oversight  commit- 
tee (SB  325/1986  Laws). 

OKLAHOMA 

Institutes  a  30  day  cap  on 
hospital  IP  length  of  stay 
for   adult    recipients,  eff. 
7/86  (MA). 

Reduces    personal  needs 
allowance  to  $25  from  $55 
per    month     for  institu- 
tionalized recipients  (MA). 

Extends  drug  coverage  for 
institutionalized  recipients 
to  5  from  3  prescriptions 
per  patient  per  month  and 
allows  coverage  of  psych- 
otropic   drugs   in  nursing 
homes,  eff.  12/86.  (MA) 

Allows  pregnant  women  to 
receive   any   services  for 
medical     conditions  that 
may      complicate  their 
pregnancy,      eff.  10/86. 
(MA) 

Expands    dental  services 
for  the  MN  to  the  equiv- 
alent   of    those    for  the 
categorically    needy,  eff. 
1/86.  (MA) 

Provides     EPSDT  clinic 
services      through  the 
health     department,  eff. 
1/86.  (MA) 

Amends  MN  transportation 
coverage  to  be  similar  to 
categorical    coverage,  eff. 
7/86.  (MA) 

Deletes      home  health 
coverage  for  MN  who  had 
previously    been  eligible 
for       skilled  nursing 
services,  eff.  6/86.  (MA) 

Allows  interstate  compacts 
to  assure  Medicaid  cov- 
erage for  adopted  children 
or  those  placed  in  foster 
care  living  in  other  states 
(SB  489/1 986  Laws). 

Authorizes  the  Department 
to  file  liens  on  the  houses 
of  recipients  in  LTC  facil- 
ities after  a  one  year 
stay,  unless  it  is  the 
residence  of  a  surviving 
spouse,  dependent  child 
aged  20  years  or  under, 
incapacitated  adult  child, 
or  sibling  who  has  lived 
in  the  house  continuously 
for  at  least  one  year  (HB 
1449/1986  Laws). 

Considers  irrevocable  and 
revocable  trusts  for  pre- 
paid funeral  benefits  and 
life  insurance  policies  as  a 
resource  but  exempts  the 
first  $6,000,  eff.  10/86 
(HB  1790/1986  Laws  and 
MA). 

Removes  priority  that 
income  assignments  had 
over  prior  or  subsequent 
liens  except  first  mort- 
gage liens  (HB  1581/1986 
Laws). 

Raises  income  eligibility 
level  for  categorically 
needy  institutionalized 
individuals  in  nursing 
homes  and  IMD  facilities 
for  persons  65  and  older 
to  300%  of  the  SSI  stan- 
dard and  eliminates  MN 
coverage     for  recipients 

Converts  physician  and 
related  service  reimburse- 
ment methodology  to  a 
fee  schedule  from  usual, 
customary  and  reasonable, 
eff.  4/86.  (MA) 

Makes  claims  against 
insurers  by  Medicaid 
recipients  a  debt  to  the 
Department  of  Human 
Services  (reimbursed 
under  Medicaid)  and 
subject  to  recovery  by 
liens  or  other  legal 
action  (HB  1665/1986 
Laws). 

Directs  the  Department 
to  establish  a  pilot 
program  for  per  capita 
reimbursement  of  primary 
health  care  services 
using  competitive  bidding 
in  Tulsa  and  Oklahoma 
counties  (SJR  50/Adopt- 
ed). 
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residing  in  nursing  homes 
or  IMDs.  This  eligibility 
change  includes  home  and 
community  based  waiver 
clients,  eff.  6/86.  (MA) 

For  MN  eligibility,  mea- 
sures available  income  for 
a  period  of  3  months  (in- 
stead of  variably)  to  de- 
termine the  amount  of 
excess  countable  income 
applicable  to  the  cost  of 
medical  care.  (MA) 

OREGON 

Limits  prescriptions  to  six 
in  any  one  month  except 
by  physician  request.  (MA) 

Extends  pharmaceutical 
services  to  pregnant  adult 
women   in   the   MN  pro- 
gram.eff.  1/87.  (MA) 

Revises  MN  program  to 
include  the  same  groups 
as  the  categorically  needy 
program  with  income 
standards  of  133%  of 
AFDC  standard  for  aid  to 
the  blind  and  100%  of  the 
SSI  standard  for  aid  to 
the  disabled  and  aged. 
(MA) 

Adds  eligibility  groups  to 
the  MN  program:  1)  chil- 
dren under  18  (full  cov- 
erage), 2)  aged,  blind  and 
disabled  (full  coverage 
except  for  nursing  facility 
services)  and  3)  pregnant 
women  (limited  to  physi- 
cian and  hospital  obste- 
trical care  and  pharma- 
ceutical services)  eff. 
7/86.  (MA) 

Reduces  outpatient  hos- 
pital services  reimburse- 
ment rate  from  65%  to 
50%  of  charges,  eff.7/86. 
(MA) 

Decreases  the  DRG  unit 
value  for  General  Assis- 
tance clients  to  35%  of 
the  Medicaid  unit  value 
and  eliminated  payment  of 
capital  and  education 
expenses  for  hospital 
services  for  GA  clients. 
(MA) 

Sets  new  statewide  max- 
imum allowable  rates  for 
purchase  of  medical  trans- 
portation services;  in- 
cludes all-inclusive  base 
rates  and  two  additional 
intensity  of  care  payment 
levels.  (MA) 

Increases  the  number  of 
drugs  on  the  Oregon 
Maximum  Allowable  Cost 
(OMAC)  list  by  expanding 
the  list  of  approved  drug 
equivalent  products.  (MA) 

Eliminates  optional  capita- 
tion rates  for  nursing 
home  drug  dispensing,  eff. 
7/86.  (MA) 

Protects  Medicaid  pa- 
tients in  nursing  homes 
from  discrimination  by: 
prohibiting  nursing  homes 
from  excluding  Medicaid 
patients  (except  for 
those  homes  that  are 
withdrawing  from  Medi- 
caid participation  and 
any  Medicaid  patients  in 
those  homes  must  be  al- 
lowed to  stay  or  appro- 
priately transferred); 
nursing  homes  with  Med- 
icare certified  SNF  beds 
must  have  an  equal  num- 
ber of  Medicaid  certified 
SNF  beds;  and  Medicaid 
participating  homes  may 
not  require  duration-of- 
stay  contracts  for  private 
pay  patients,  eff.  10/86. 
(MA) 

Expands  the  prepaid 
managed  health  plan 
project  to  Marion  and 
Polk  counties;  mandatory 
participation  for  all 
AFDC  recipients  in  these 
areas,  eff.  11/86.  (MA) 

Subjects  emergency  IP 
service  claims  to  post- 
payment  review  while 
eliminating  requirements 

Proposes  to  establish 
PPOs  by  contracting  with 
providers  for  non-emer- 
gency transportation, 
pharmacy  and  durable 
medical  equipment  in 
major  metropolitan  areas. 
Requires  both  freedom  of 
choice  and  statewideness 
waivers.  (MP) 

Proposes  to  contract 
with  wholesale  drug  sup- 
plier to  distribute  state- 
purchased  drugs  to  phar- 
macies for  use  by  Medi- 
caid recipients;  pharm- 
acies would  receive  dis- 
pensing fees  only.  (MP) 

Indiqent  Care  -  Requires 
all  general  assistance 
recipients  (except  most 
children  and  nursing 
facility  residents)  to 
participate  in  the  Medi- 
cal Management  program, 
a  primary  physician  and 
primary  pharmacy  lock-in 
program,  eff.  7/86.  (MA) 
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to  attach  clinical  docu- 
mentation to  claims,  eff. 
6/86.  (MA) 

Implements  statewide 
electronic  claims  pro- 
cessing for  hospital  ser- 
vices, available  to  facil- 
ities already  linked  with 
the  Medicare  electronic 
claims  system,  eff.  7/86. 
(MA) 

Implements  prior  author- 
ization rule  for  some 
prescriptions;  physicians 
may  authorize  10-day 
emergency  supply  while 
awaiting  approval,  eff. 
10/86.  (MA) 

Implements  the  automated 
confirmation  of  eligibility 
system  (ACES),  a  direct- 
dial  telephone  computer 
information  system,  eff. 
10/86.  (MA) 

Initiates  a  study  of 
Medicaid  claims  paid  in 
1985  at  randomly  selected 
pharmacies  statewide,  eff. 
9/86.  (MA) 

Proposes  to  contract 
with  physician  care 
organizations  for  prepaid 
managed  care  for  AFDC 
recipients  in  three 
additional  counties.  (MP) 

PENNSYLVANIA 

Institutes     coverage  for 
renal     dialysis  services. 
(MA) 

Initiates  seven-year 
phase-in  of  a  prospective 
payment  system  for  hos- 
pitals'  capital   costs  (de- 
preciation    and  interest) 
for   building   and  fixtures 
(formerly    reimbursed  on 
an  allowable  cost  basis). 
First     quarter  reimburse- 
ment     restricts  capital 
payment  per  case  to  FY 

Eliminates    prior  authori- 
zation   requirements  for 
OP  medical-surgical  and 
psychiatric  consultations. 
(MA) 

Implements  prepaid  case 
management  program, 
Health  PASS,  for  most 
recipients  residing  in 
selected  areas   of  Phila- 

Creates  a  select  com- 
mittee to  investigate  the 
incidence  of  the  the 
State's  response  to 
Medicaid  fraud  (HR  238/ 
Adopted). 

Indiqent  Care  -  Requires 
the  newly  established 
Pennsylvania  Health  Care 
Cost  Containment  Council 
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85-86  average  capital  cost 
per  case,  eff.  7/86.  Hos- 
pitals with  disproportion- 
ate share  of  Medicaid  pa- 
tients will  receive  allow- 
able capital  costs.  (MA) 

delphia  (about  100,000). 
Recipients  may  choose 
own  primary  care  physi- 
cian participating  in  the 
program.  Any  qualified 
Medicaid  physician  may 
elect  to  participate.  Ser- 
vices exempt  from  prior 
authorization  require- 
ments include  dental 
services,  EPSDT  screen- 
ings, eye  exams  and  eye- 
glasses and  family  plan- 
ning clinic  services.  (MA) 

to   conduct  a   study  of 
the     medically  indigent; 
define    this    group  and 
determine  the  most  ap- 
propriate    method  for 
delivery  of  care;  recom- 
mend   financing  mecha- 
nisms, including  possible 
use  of  the  MN  portion  of 
Medicaid;  and,  present  a 
plan  for  ongoing  delivery 
and  financing  of  care  to 
the  indigent  by  7/88  (SB 
293/1986  Laws). 

Establishes  a  House  Com- 
mittee   on    Long  Term 
Care  Review  to  address 
the     findings     of  last 
year's   study   of  nursing 
home  quality  of  care  and 
payment   levels   and  re- 
commend  alternative  re- 
imbursement methods  by 
11/86  (HR  237/Adopted). 

RHODE  ISLAND 

Covers  pregnant  women  in 
two  parent  families  in  the 
MN  program  (adopted 
prior  to  COBRA  mandate). 
(MA) 

Increases  MN  income 
levels  and  AFDC  stan- 
dards, eff.  7/86  (FY  87 
Appropriations  Act). 

Enjoined  from  automati- 
cally denying  eligibility  to 
individuals  found  ineligible 
under  the  SSI  disability 
benefits  program.  Reverts 
to  earlier  practice  of 
independent  review  of 
applications  for  making 
eligibility  determinations, 
eff.  4/86.  (MA) 

Increases  reimbursement 
levels  to  neighborhood 
health  centers  (FY  87 
Appropriations  Act). 

Automatically  deems  re- 
cipients and  applicants  to 
have  assigned  their 
rights  to  any  medical 
support  from  any  third 
party  source  to  the  De- 
partment (SB  2429/Ch. 
327). 

Forges  an  agreement 
with  the  Social  Security 
Administration  to  obtain 
detailed  TPL  information 
and  assignment  of  rights 
from  SSI/Medicaid 
applicants.  (MA) 

Indiqent  Care  -  Amends 
the    pharmaceutical  as- 
sistance program  for  the 
elderly  by  covering  dis- 
posable  insulin  syringes 
up  to  100  per  supply  (HB 
7098/Ch.361). 

Implements  approved 
home     and  community 
based     services  model 
waiver  to  serve  up  to  50 
quadriplegics      in  the 
community  rather  than  in 
a     nursing     home,  eff. 
6/86.  (MA) 
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Covers    orthodontic  ser- 
vices   to    EPSDT  eligible 
recipients  eff.7/86  (MA). 

Covers  dental  recall  once 
every    twelve    months, eff. 
10/86.  (MA) 

Rescinds  coverage  of  re- 
abilitative  services 
rendered  to  children  as  a 
result     of     an  EPSDT 
screening      or  medical 
rehabilitative  facility 
referral,  eff.  11/86.  (MA) 

Rescinds  unrestrictive  OP 
therapies  (PT,  OT,speech) 
and    requires  conditions 
for     therapy     as  either 
post-hospitalization.  post- 
OP  surgery,  or  in  place  of 
hospital     admission,  eff. 
11/86.  (MA) 

Includes  Ribicoff  children 
under  the  age  of  18 
(children  in  households 
meeting  income  and 
resource  criteria  in  two 
parent  intact  households), 
eff. 5/86  (MA). 

Covers  pregnant  women 
who  meet  AFDC  income 
and  resource  standards 
(COBRA  requirement). 
eff.7/86  (MA). 

Inpatient  reimbursement 
system  based  on  DRGs 
implemented  1/86:  South 
Carolina  specific  DRG  to 
be  phased  in  by  10/86 
(MA). 

Implements  an  outpatient 
hospital  reimbursement 
policy  based  on  a  fee 
schedule  eff.  9/86  (MA). 

Reimburses  drugs  based  on 
cost  of  package  from 
which  product  is  most 
frequently  dispensed  in 
the  state,  eff.7/86  (MA). 

State  determined  maximum 
allowable  cost  reim- 
bursement for  generic 
drugs,  eff.  9/86  (MA). 

Deems  application  for 
eligibility  as  an  assign- 
ment of  TPL  rights  and 
includes  related  TPL 
provisions  (HB  2976/- 
Rat.602). 

Eliminates  requirement 
for  prior  authorization  of 
most  prosthetic  and 
orthodontic  procedures, 
eff. 9/86  (MA). 

Eliminates  requirement 
for  added  documentation 
for  removal  of  lesions, 
cysts,  moles,  warts,  etc., 
eff  4/86  (MA). 

Implements  EPSDT  Out- 
reach Program  11/86. 
(MA) 

Purchases  immunizing 
agents  by  contract  with 
DHEC  (state  health 
agency)  through  CDC 
contract,  eff.  11/86  (MA) 

Indiqent  Care  -  Imple- 
mented the  Medically 
Indigent  Assistance  Fund 
1/86  (enacted  by  HB 
2118,  1985  Laws)  to  pay 
for  inpatient  hospital 
services  for  persons  up 
to  200%  of  poverty  level 
with  insufficient  cov- 
erage or  resources.  $15 
million  fund  provided 
50/50  by  general  hospi- 
tals and  county  govern- 
ments. (MA) 

Implements  2175  waiver 
to  establish  a  High  Risk 
Channeling  Proiect  to 
ensure  access,  furnish 
care  by  appropriate  pro- 
viders in  optimal  settings 
and  furnish  expanded 
services  to  high  risk 
obstetrical  women  and 
their  infants,  eff. 4/86. 

Provides  a  nonrefundable 
state  income  tax  credit 
of  20%  (not  to  exceed 
$300)  for  expenses  paid 
to  institutions  providing 
SNF  or  ICF  care  to  the 
taxpayer  or  another  per- 
son (S788/Rat.528). 

SOUTH  DAKOTA 

Authorizes  interstate 

Makes  the  crime  of  mis- 

Indiqent   Care    -  Allows 

compacts  to  assure 
coverage  of  adopted 
children  living  in  other 
states  (SB  88/1986  Laws). 

representation  or  fraud 
in  Medicaid  claims  a 
felony  and  establishes 
criminal  and  civil  penal- 
ties; grants  the  attorney 
general  powers  of  in- 
vestigation and  obliga- 
tions to  protect  recip- 
ients' privacy  (SB 
92/1986  Laws). 

county  commissioners  to 
adopt  reasonable  stan- 
dards for  the  amount, 
scope  and  duration  of 
emergency  and  non-emer- 
gency medical  and  re- 
medial services  covered 
by  the  Catastrophic 
County  Poor  Relief  Fund 
(HB  1077/1986  Laws). 
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Authorizes  Department  to 
establish  rules  for 
coverage  of  medically 
needy  (essentially  restor- 
ing the  adult  MN  program 
to  pre-7/82  levels)  within 
resource  limits  (HB 
1327/Ch.845). 

Allows  AFDC  recipients 
who  become  employed  to 
continue  their  eligibility 
by  increasing  the  earned 
income  disregards  (SB 
1579/Ch.640). 


Provides  additional  reim- 
bursement to  hospitals 
with  a  high  percentage  of 
Medicaid  and  indigent 
patients      (SB  1536/Ch. 


Limits  Medicaid  payment 
for  coinsurance  and  de- 
ductibles for  Medicare/ 
Medicaid  dual  enrollees  to 
that  which  would  have 
been  paid  if  the  payor 
was  Medicaid  alone.  (MA) 


Permits    the    agency  to 

contract    with     one  or 

more      contractors  or 

fiscal    intermediaries  via 

competitive     bidding  to 

provide    or    arrange  for 

Medicaid  services  (HB 
2024/Ch.831). 

Exempts  from  HMO  li- 
censing provisions  enti- 
ties that  provide  services 
to  Medicaid  recipients 
for  a  premium  as  long  as 
they  do  not  offer  ser- 
vices on  a  prepaid  per 
capita  basis  to  non-Medi- 
caid  persons;  adds  other 
provisions  to  the  statute 
governing  Medicaid  cont- 
racts with  HMOs  (SB 
1459/Ch.713). 

Applies  the  prompt  pay- 
ment act  to  Medicaid 
providers  (SB  1550/1986 
Laws). 


Directs  the  Department 
to  develop  a  diagnosis- 
related  payment  system 
for  IP  hospital  care  to 
be  used  to  determine  the 
maximum  inpatient  days 
covered  under  Medicaid 
(SB  1536/Ch.  884). 

Indigent  Care  -  Con- 
tinues the  special  joint 
committee  to  study  indi- 
gent care,  with  findings 
and  recommendations  due 
3/87  (SJR  361  /Adopted). 

Indigent  Care  -  Requires 
the  Department  of  Health 
and  the  Environment  to 
adopt  rules  governing  the 
transfer  of  hospital  in- 
patients, based  on  spec- 
ified standards  and  states 
that  inpatients  should 
not  be  involuntarily 
transferred  for  purely 
economic  reasons  (SB 
1410/Ch.7ll). 


TEXAS 


Chiropractic  services 
limited  to  12  visits  per 
12  month  benefit  period. 
eff.9/86.  (MA) 

Hearing  aids  limited  to 
one  hearing  aid  every  six 
years  from  the  dispensing 
month  of  the  present  in- 
strument: covered  ser- 
vices exclude  repairs  and 
replacement  of  lost,  de- 
stroyed or  inappropriate 
hearing  aids.  eff.9/86. 
(MA) 

Limitations  on  optometric 
services  changed  for 
EPSDT  recipients  and 
non-EPSDT  recipients. 
eff.9/86.  (MA) 


Requires  individuals  be 
institutionalized  for  30 
consecutive  days  before 
eligibility  can  be 
established.  (MA) 

Limits  MN  coverage  of 
children  to  those  under 
18  years  old.  eff.  1/86. 
(MA) 

Increases  income  and 
resource  limits  for 
Medical  Assistance  only 
and  SSI  recipients,  eff. 
1/86.  (MA) 

Increases  degree  of 
functional  disability 
necessary  for  personal 
care    services  eligibility. 


Implements  a  DRG-based 
inpatient  prospective 
reimbursement  system 
using  Texas-specific 
relative  weights  and 
mean  lengths  of  stay; 
separate  standard  dollar 
amounts  for  each  peer 
group  (children's, 
teaching,  and  other 
hospitals):  limit  of  30 
days  of  care  per  spell  of 
illness  or  $50,000  limit 
for  all  hospital-related 
services  per  year  (see 
below);  no  outliers,  no 
urban-rural  distinction, 
and  no  hospital-specific 
portion  or  "pass-through" 
payments,  eff.  9/86.  (MA) 


Changes  claims  submiss- 
ion requirements  for 
primary  home  care  and 
day  activity  and  health 
services  contract 
agencies,  eff.5/86.  (MA) 

Permits  an  option  to 
provide  personal  care 
services  through  prepaid 
health  plans  to  indivi- 
duals residing  in  con- 
tracted personal  care 
facilities,  eff. 12/86.  (MA) 

Requires  ICFs  and  SNFs 
to  provide  assurances 
that  educational  needs  of 
individuals,  ages  3-21, 
will  be  met  via  coopera- 
tive    agreements  with 


Indigent  Care  -  Public 
hospitals  and  counties 
not  fully  served  by 
public  hospitals  are 
obligated  (per  1985 
legislation)  to  serve,  at 
a  minimum,  individuals 
ineligible  for  other 
state/federally  funded 
health  programs  who 
meet  AFDC  income  and 
resource  guidelines. 
Counties  without  public 
hospitals  or  a  hospital 
district  must  provide 
comprehensive  health 
care  services,  but  public 
hospitals  are  limited  to 
IP  and  OP  care,eff.9/86. 
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eff.  7/86.  (MA) 


Reduces  payments  to 
physicians  and  other 
providers  reimbursed  on 
a  reasonable  charge  basis 
by  10%  of  the  reasonable 
charge  for  a  specific 
service,  eff.  7/86.  (MA) 

Hospitalization-related 
services  and  supplies  (ex- 
cluding physician  ser- 
vices) provided  to  a 
recipient  during  an  IP 
stay  are  limited  to 
$50,000  per  12-month 
benefit  period  (July  to 
the  following  June),  eff. 
7/86.  Payment  for  phys- 
ician services  to  a 
hospital  IP  limited  to 
medically  necessary 
services  during  a  30  day 
spell  of  illness,  eff. 
9/86. (MA) 


local  independent  school 
districts,  eff.7/86. 
(MA) 

SNFs  and  ICFs  must 
allow  a  terminally  ill 
adult  who  is  not  preg- 
nant the  right  to  make  a 
written  or  nonwritten 
directive  to  reject  life 
sustaining  procedures, eff. 
4/86.  (MA) 

Implements  exemptions  to 
previously  adopted  rule 
on  placing  a  moratorium 
on  contracting  for  addi- 
tional Medicaid  ICF  or 
SNF  beds,  eff.3/86.  (MA) 


Payment  for  a  recipient's 
Medicare  Part  B  deduct- 
ible and  coinsurance 
liabilities  is  limited  to 
claims  for  services  that 
are  within  the  amount, 
duration  and  scope  of 
the  Texas  Medicaid 
Program,  eff.7/86.  (MA) 

Maximum  allowable  fee 
for  hearing  aids  reduced 
by  30%,  eff.9/86.  (MA) 

Reduces  hourly  reim- 
bursement rate  to 
primary  home  care 
contract  agencies  by 
1.3%,  eff.7/86.  (MA) 

Implements  higher  per 
diem  rates  for  two  levels 
of  care  which  are  class- 
ified as  special  heavy 
care:  SNF-Level  1  (eff. 
1/86)  and  ICF-MR-Level 
6  (eff.5/86).  (MA) 
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Changes  drug  reimburse- 
ment methdology  from  a 
flat   rate   dispensing  fee 
to  a  system  providing  a 
5.5%     profit     on  each 
transaction  for  providers 
with  dispensing  expenses 
at    the    statewide  level, 
eff.  3/86.  (MA) 

UTAH 

Extends  pregnancy  related 
services  and  services  for 
any  other  medical  condi- 
tion  that   may  complicate 
pregnancy     to  pregnant 
women  with  no  limitation, 
eff.  7/86.  (MA) 

Counts  only  necessary 
medical  and  remedial 
services  recognized  by 
state  law  and  covered  in 
the  state  Medicaid  plan 
towards  spenddown  re- 
quirements, eff.  9/86. 
(MA) 

Changes   drug  reimburse- 
ment policy  to  the  lower 
of    1)    the    maximum  al- 
lowable    cost     plus  a 
reasonable  dispensing  fee 
(or  the  provider  usual  and 
customary  dispensing  fee) 
or  2)   the   estimated  ac- 
quisition    cost     plus  a 
reasonable  dispensing  fee, 
eff.3/86.(MA) 

Amends  Medicaid  fraud 
and  abuse  statute  by 
adding  specific  offenses 
by  both  providers  and 
recipients;  specifies 
criminal  and  civil  pen- 
alties and  exempts  pro- 
viders from  fraudulent 
claims  provisions  related 
to  beneficiaries  (HB 
98/1986  Laws). 

VERMONT 

Raises  income  levels  of 
persons  who  can  qualify 
for  preventive  dental 
services  for  children; 
appropriates  funds  for  this 
expansion  and  for 
increased  fees  to  dentists 
participating  in  the 
program  (HB  354/Act  178). 

Removes  maximum  rates  of 
reimbursement  from  regu- 
lations   to    make  home 
health     regulations  con- 
sistent  with   other  Medi- 
caid requirements  that  pay 
the  lower  of  charges  or 
the  fee,  eff.  12/86.  (MA) 

Establishes  a  sole  source 
contract  for  medical 
transportation.  (MA) 

Authorizes      a  waiver 
application  for  home  and 
community  based  care  for 
elderly  and  disabled  (HB 
589/1986  Laws). 

Revises  AFDC  payment 
standards  upward  from 
65%  to  67%  of  the  recip- 
ient's total  cost  of  living 
requirements.  eff.  7/86. 
(MA) 

Requires  investigation  into 
relative  ownership  of  a 
jointly  held  liquid  re- 
source to  assure  that  only 
that  portion  acutally 
available  to  the  applicant 
is  counted  as  a  resource, 
eff.  1/87.  (MA) 
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Adds  provision  for 
inpatient  admissions 
greater  than  21  days  to 
children  up  to  the  age  of 
21  (SB  121/Ch.  455). 

Covers  rehabilitation 
services  in  rehab  units 
exempt  from  Medicare 
DRG  requirements,  eff. 
2/86.  (MA) 

Covers  liver  transplants 
for  recipients  under  18 
and  transplants  for 
corneas  and  kidneys,  eff. 
1/87.  (MP) 


Changes  the  methodology 
to  determine  payment 
ceilings   for   hospitals  by 

1)  using  on  the  medical 
component  of  the  CPI,  2) 
using  the  forecasted 
inflation  rather  than 
historical  inflation  rate, 
and  3)  simplification  of 
the  application  of  the 
inflation  factor.  (MA) 

Changes  the  methodology 
for  nursing  home  reim- 
bursement by  1)  switching 
to  the  medical  CPI  index. 

2)  changing  the  application 
of  the  CPI  to  ceilings,  3) 
requiring  interest  on 
overpayments  to  be  re- 
funded to  the  state  and  4) 
updating  other  cost 
allowances.  (MA) 


Precludes  health  insurers 
from  excluding  payments 
for  Medicaid-eligible 
policyholders  and  makes 
Medicaid  the  payor  of 
last  resort  for  such 
persons  (HB  844/Ch.550). 

Adds  specific  actions 
which  constitute  fraud- 
ulent claims  for  benefits 
by  Medicaid  recipients 
and  specifies  penalites 
for  violators:  grants  the 
Department  investigative 
and  recovery  powers  for 
excess  benefits  or  pay- 
ments (HB  845/Ch.551). 

Grants  the  Medicaid  Dir- 
ector additional  powers 
to  administer  oaths, 
conduct  hearings  and 
apply  for  court-ordered 
subpoenas  (SB  343/Ch. 
440). 

Affirms  the  right  of 
providers  to  appeal 
adverse  reimbursement 
decisions  through  admin- 
istrative procedures  but 
allows  the  Department  to 
recover  overpayments 
before  the  appeals 
process  is  complete  (SB 
344/Ch.441). 

Inititates  annual  onsite 
review  of  all  recipients 
and  medical  records  in 
nursing  homes  and  insti- 
tutions for  MR  and  Ml, 
eff.  7/86.  (MA) 

Provides      for  stricter 
interest      charges  for 
unpaid  balances  due  as  a 
result  of  recovery 
actions  (SB344/Ch.  441). 


Encourages  the  Depart- 
ment to  provide  funding 
for  apnea  monitors  to 
indigent  and  Medicaid 
eligible  women;  requests 
a  study  of  staffing 
needed  to  achieve  im- 
proved family  planning, 
prenatal  and  maternity 
care  services;  urges 
sharing  of  data  related 
to  infant  mortality  with 
neighboring  states  (SJR 
39/Adopted). 

Indigent  Care  -  Requests 
the  Governor  to  establish 
a  Task  Force  on  Indigent 
Care  to  study  all  aspects 
of  the  problem,  and  spe- 
cifically on  the  feasi- 
bility of  establishing  a 
special  indigent  care 
program  for  women  and 
children;  recommenda- 
tions due  by  12/86  (SJR 
32/Adopted). 

Indigent  Care  -  Estab- 
lishes a  Joint  Subcom- 
mittee to  study  Virginia's 
trauma  care  system,  ac- 
cess to  health  care  and 
its  relationship  to  cur- 
rent developments  in  the 
health  care  industry  and 
medical  technology;  will 
consider  issues  of  quality 
of  care,  rationing  and 
preventive  health  ser- 
vices for  the  indigent; 
findings  due  by  11/87 
(HJR  65/Adopted). 

Indigent  Care  -  Requests 
the  Joint  Legislative 
Audit  and  Review  Com- 
mission to  review  and 
recommend  revisions  to 
the  present  reimburse- 
ment formulas  in  the  two 
indigent  health  care  pro- 
grams (SJR  87/1986Laws). 
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Supports  the  recommend- 
ations of  the  Joint  Sub- 
committee studying  the 
needs  of  ventilator  or 
machine  dependent  pa- 
tients including  changes 
in  Medicaid  reimburse- 
ment policies  to  provide 
incentives  for  SNFs  to 
accept  patients  and  ex- 
pansion of  services  for 
ventilator-dependent 
children  (SJR  27/Adopt- 
ed). 

Memorializes  Congress  to 
authorize  home-based 
services  for  ventilator- 
dependent  persons  (SJR 
88/Adopted). 

Establishes  a  Joint  Sub- 
committee to  study  the 
incidence  of  discrimina- 
tion by  nursing  homes  in 
admission  and  discharge 
policies  as  they  affect 
Medicaid  recipients  (SJR 
52/Adopted). 

WASHINGTON 

Expands   dental  coverage 
under   EPSDT  to  include 
dental  sealants.  (MA) 

Follows  state  community 
property  law  for  deter- 
mining ownership  of  in- 
come for  married  nursing 
home  recipients  with  the 
following  provisions:  1) 
prohibits  recognition  of 
agreements  between 
spouses  transferring  or 
assigning  future  income 
rights  in  eligibility  deter- 
minations (this  does  not 
affect  resources);  2)  in- 
come produced  from  as- 
signed resources  continues 
to  be  recognized  as  sep- 
arate income;  3)  allows 
spouses  at  home  to  keep 
their  own  income  or  earn- 
ings when  it  exceeds  the 
community     income  re- 

Authorizes  the  Department 
to  adopt  rules  to  eliminate 
sections  of  the  nursing 
home  cost  reimbursement 
statute  which  conflict 
with  federal  requirements 
regarding  calculation  of 
the  depreciation  base  due 
to  transfer  of  ownership. 
Also  requires  a  study  of 
the  effects  of  these 
changes  on  nursing  home 
sales,  capital  formation 
and  leased  nursing  homes 
(HB  1631/Ch.175). 

Maternity  care  fees  in- 
creased for  vaginal,  high- 
risk  and  Cesarean  deliv- 
eries and  3%  increase  in 
rates   accorded  to  family 

Requires  the  Department 
to  implement  managed 
health  care  programs 
enrolling  30,000  AFDC 
recipients  in  three 
geographic  areas  by  7/91 
(HB  2021/Ch.303). 

Implements  mandatory 
managed  health  care  sys- 
tem for  AFDC-Regular 
eligibles  (not  two  parent 
employable  families)  in 
two  counties,  eff.2/86. 
(MA) 

Requires  several  state 
agencies,  including  DSHS, 
that  purchase  health  care 
in  excess  of  $.5  million 
dollars,   to   employ  cost 

Indiqent  Care  -  Estab- 
lishes the  Washington 
Health  Care  Project 
Commission  to  compile 
data  on  persons  without 
health  insurance  in 
Washington;  to  define  a 
basic  set  of  health  care 
benefits  under  specified 
guidelines  to  cover  this 
group;  estimate  the  po- 
tential demand  for  such 
coverage  by  the  unin- 
sured; and  develop  a  plan 
for  the  delivery  of  a 
prepaid  capitated  health 
services  program  for  this 
target  group  on  a  dem- 
onstration basis;  report 
due  by  12/86  (HB  2021/ 
Ch.  303). 
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ceived  in  the  name  of  the 
applicant  spouse  (SB 
4659/Ch.220). 

planning  and  Indian  health 
clinics,  eff.  1/86  (FY  85- 
87  Appropriations  Act). 

Adopts  an  ambulatory  sur- 
gical center  fee  schedule. 
(MA) 

Reduces  hospital  IP  DRG 
rates  an  average  of  ap- 
proximately 25%,  eff.  2/86; 
reduction  includes  on  a 
prospective  basis,  recovery 
of  overpayments  made 
since  7/85.  (MA) 

Proposes  to  retroactively 
reestablish  hospital  DRG 
rates  at  pre-2/86  levels 
less   an   average  3%  re- 

UUUllUll    IUF   Udbc  ycdr  udla 

errors.  (MA) 

containment  measures 
such  as  use  of  PPOs  and 
HMOs,  managed  health 
care  or  case  management 
systems,  improved  utili- 
zation review  procedures, 
use  of  drug  formularies, 
examination  of  possible 
prospective  payment 
methods  and  cooperation 
in  the  establishment  of  a 
coordinated  health  care 
cost  containment  policy 
(HB  2021/Ch.303). 

Proposes  to  implement  an 
HMO  six  month  "stay  in" 
policy  to  require  con- 
tinued enrollment  for 
this  period  (provided 
eligibility  remains  in 
effect),  unless  good 
cause  for  disenrollment 
is  shown.  (MP) 

WEST  VIRGINIA 

Authorizes  interstate 
compacts  to  cover  adopted 
children  living  in  other 
states  (SB  61/1986  Laws). 

Continues    the  assess- 
ments     on  hospitals, 
authorized       in  1985 
legislation     for     FY  86 
with  a  cap  of  $3  million 
to      be      raised  from 
hospitals.      Funds  de- 
posited    in    the  state 
indigent    care    fund  are 
used  to  supplement  state 
general  appropriations  to 
the     Medicaid  program 
(HB  2182/1986  Laws). 

WISCONSIN 

Prohibits      coverage  of 
gastric  bypass  and  gastric 
stapling  surgery  except  in 
emergencies   (SB  562/Act 
253). 

Curtails      coverage  of 
inpatient  psychiatric 

Establishes  parental  liabil- 
ity for  the  health 
insurance  coverage  of 
babies  born  to  their 
teenagers  (AB  12/ Act  311). 

Authorizes  interstate 
compacts      to  assure 

Initiates  payment  to  any 
physician,  regardless  of 
specialty,  but  who  are  not 
psychiatrists  for  alcohol 
and  other  drug  abuse 
services,  eff.  3/86.  (MA) 

Initiates     extensive  care 

Makes  providers  subject 
to  penalties  for  fraud 
and  abuse  for  knowingly 
charging  recipients  in 
addition  to  or  instead  of 
obtaining  Medicaid 
payment  with  certain 
exceptions.    Also  adds 

Requests   the  Legislative 
Council    to    study  the 
potential     feasibility  of 
encouraging  private  long 
term    care    or  custodial 
care    insurance    to  the 
elderly  (SJR  56/Adopted). 
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services  provided  to 
recipients  aged  21 -64. (MA) 

Payment  for  non-covered 
medically  necessary  ser- 
vices will  not  be  deducted 
from  a  LTC  resident's 
personal  needs  allowance. 
(MA) 

Limits  the  proportion  of 
time  that  a  home  health 
aide  can  spend  on  non- 
direct  personal  care 
activities  (food  prepara- 
tion and  house  cleaning), 
to  25%,  eff.  3/86. (MA) 

Restricts  personal  care 
workers  to  providing  sup- 
plemental assistance  in 
ADLs  concurrently  or  sub- 
sequently to  home  health 
aide  services,  eff. 
3/86.  (MA) 

Excludes  ICF  as  an  allow- 
able site  for  the  provision 
of  home  health  services, 
eff.3/86.  (MA) 

Limits  initial  chiropractic 
office  visit  to  once  per 
recipient  per  spell  of 
illness,  eff.3/86.  Reduces 
manual  manipulation  of 
spine  to  a  maximum  of  20 
per  spell  of  illness.  (MA) 


coverage      of  adopted 

children    living  in  other 

states  (SB  504/Act 
308/1986  Laws). 


home  health  service  rates 
for  appropriate  service 
level  at  1  to  16  hours  of 
care  per  day  and  a  re- 
duced rate  for  subsequent 
hours,  eff.3/86.  (MA) 

Adopts  a  more  specific 
policy  for  HMO  payment 
of  emergency  and  urgent 
care;  HMOs  remain  obli- 
gated for  payment  to  non- 
HMOs  for  emergency  care 
provided  to  HMO/Medicaid 
enrollees,  but  are  required 
to  pay  for  "urgent  care" 
only  if  preauthorized  by 
the  HMO.  (MA) 


actions  which  constitute 
fraudulent  claims  for 
benefits  by  Medicaid 
recipients  or  applicants 
and  establishes  penalties 
for  violators  (AB  673/Act 
269). 

Requires  that  each  coun- 
ty have  a  sufficient  num- 
ber of  Medicare  certified 
nursing  home  beds  per  a 
DHHS  formula.  Facilities 
located  in  a  county  with 
an  insufficient  supply 
may  be  fined  from  $10  to 
$100  per  day,  eff.  3/86. 
(MA) 

Eliminates  review  of 
mental  health  services  by 
local  mental  health 
boards  as  a  condition  of 
payment,  except  for  four 
counties  where  pilot 
programs  are  being 
conducted,  eff.7/86.  (MA) 

Requires  that  certi- 
fication of  admission  to 
psychiatric  hospitals  must 
be  performed  for  persons 
under  age  21  who  apply 
for  Medicaid  coverage 
while  in  a  facility  or 
within  14  days  following 
emergency  admission; 
plan  to  expand  this 
requirement  for  ali 
ages. (MA) 

Changes  number  of 
private  duty  nursing 
services  requiring  prior 
authorization  to  those 
requested  beyond  30 
hours  per  recipient  per 
calendar  year. (MA) 

Restricts  personal  care 
worker  services  to  those 
provided  by  certified 
home  health  agencies, 
eff.3/86. (MA) 


Indigent  Care  -  Imple- 
menting 1985  legislation 
(1985-87  Budget  Act,  AB 
85/Act  29  of  1985)  which 
required  the  following:  a) 
primary  care  services  to 
the  uninsured  earning 
less  than  150%  of  the 
federal  poverty  level;  b) 
inpatient  services  to  the 
same  group  by  7/86;  c) 
increased  state  funding 
of  local  government  costs 
for  medical  services  to 
general  relief  clients  if 
certain  utilization  review 
and  cost  containment 
methods  are  used;  d) 
development  of  a  plan, 
by  1/87  to  test  the 
feasibility  of  creating  a 
model  state  health 
insurance  program  for 
uninsured  persons;  and  e) 
development  of  pilot 
programs  in  at  least  3 
sites  to  test  the  plan 
during  1987.  In  addition, 
starting  7/86,  all  capital 
expenditure  review 
applicants,  except  nursing 
homes,  must  include  a 
plan  to  provide  care  to 
the  indigent. 

Indigent  Care  -  Issues 
new  rules  for  hospitals' 
reporting  of  charity  care 
vs.  bad  debt  by  defining 
patients'  ability  to  pay, 
requiring  hospitals  to 
submit  written  charity 
care  policies  and  proce- 
dures for  review  and  ap- 
proval, and  establishing 
incentives  for  hospitals 
to  exceed  a  target  level 
of  charity  care  through 
the  hospital  rate  setting 
process,  eff.  10/86.  (Wl 
Hospital  Rate  Setting 
Commission). 
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Expands    mandatory  en- 
rollment    in     HMOs  to 
selected  AFDC  recipients 
in  Eau  Claire  county,  on 
a  phased  in   basis,  eff. 
9/86.  (MA) 

WYOMING 

Covers     limited  services 
provided      by  licensed 
dentists   and  freestanding 
ambulatory  surgery  center 
services  (HB  68/Ch.79). 

Adds  mental  health  clinic 
services  provided  pursuant 
to  a  physician's  treatment 
plan  (HB  108/Ch.30). 
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RECENT  AND  PROPOSED  FEDERAL  LAWS  AFFECTING  MEDICAID 
AND  INDIGENT  CARE 

INTRODUCTION 

The  Consolidated  Omnibus  Budget  Reconciliation  Act  of  1985  (COBRA) 
signed  into  law  by  the  President  April  7,  1986  and  the  Sixth  Omnibus  Budget 
Reconciliation  Act  of  1986  (SOBRA)  signed  October  17,  1986  contain  substantial 
changes  in  federal  laws  affecting  Medicaid  and  indigent  care.  These  reconcili- 
ation processes  began  as  deficit  reduction  efforts  but  developed  into  major 
vehicles  for  federal  health  policy  formulation.  Though  the  acts  contain  a 
myriad  of  health  program  provisions,  taken  together,  these  packages  have  an 
overall  effect  of  focusing  the  Medicaid  program  on  persons  most  at  risk  of 
being  unable  to  obtain  needed  health  care. 

Section  1  highlights  COBRA  major  initiatives  Congress  has  taken  to  im- 
prove Medicaid  coverage  of  vulnerable  groups  and  also  summarizes  other  signi- 
ficant COBRA  provisions  affecting  eligibility,  reimbursement  and  administration 
of  Medicaid  programs.  Other  provisions  of  COBRA  affecting  health  insurance 
continuation  for  workers  who  have  lost  their  jobs  and  Medicare  provisions  that 
impact  Medicaid  and  indigent  care  programs  are  also  reviewed. 

Section  2  summarizes  SOBRA  initiatives  as  they  affect  Medicaid  and  indi- 
gent care,  particularly  the  expansion  of  benefits  under  maternal  and  child 
health  programs  and  additional  coverage  for  those  at  risk  of  institutionaliza- 
tion. Further  reviewed  are  several  COBRA  provisions  clarified  under  SOBRA 
and  initiatives  that  extend  or  expand  federal  support  of  selected  demonstration 
projects. 

1 .      CONSOLIDATED  OMNIBUS  BUDGET  RECONCILIATION  ACT  OF  1 985 

Despite  preoccupation  with  budget  reduction,  Congress  has  taken  action 
to  expand  coverage  to  those  populations  most  in  need  of  Medicaid  services. 
COBRA  adds  a  variety  of  benefits  and  eligibility  groups,  particularly  for 
services  relating  to  maternity  care  for  low  income  women  and  long  term  care 
to  those  persons  at  risk  of  institutionalization. 

1 .1  COBRA  INITIATIVES  EXPAND  COVERAGE  OF  MATERNAL  HEALTH 

COBRA  mandates  the  previously  optional  coverage  of  prenatal,  delivery 
and  postpartum  services  to  pregnant  women  who  meet  AFDC  income  and  re- 
source limits  where  the  head  of  household  is  employed.  States  with  medically 
needy  programs  must  allow  all  pregnant  women  to  spend  down  to  Medicaid 
eligibility,  whether  they  are  single  or  married.  States  must  also  provide  60 
days  postpartum  coverage  for  all  women  eligible  for  pregnancy-related  services 
under  Medicaid.  Under  COBRA,  states  have  the  option  of  providing  pregnant 
women  with  pregnancy-related  services  without  making  comparable  services 
available  to  other  recipients.  Such  services  might  include:  outpatient  clinic 
visits,  hospital  and  physician  services  and  nutritional  counseling.  Additional 
coverage  under  maternal  and  child  health  programs  are  included  in  SOBRA  and 
described  in  subsection  2.1. 

1.2  COBRA     MEDICAID     PROVISIONS     INCREASING     STATE  PROGRAM 
FLEXIBILITY  OR  CONTAINING  COSTS 

In  addition  to  the  maternal  health  program  expansions  highlighted  above, 
COBRA   made   several   other   important   changes   to   overall    aspects   of  the  Medi- 


caid  program.  Changes  in  Medicaid  program  benefits,  eligibility,  reimbursement 
and  administration  increase  state  flexibility  in  managing  the  program.  In 
addition,  through  tightened  aspects  of  eligibility  determination  and  increased 
emphasis  on  third  party  liability,  Congress  is  further  clarifying  that  Medicaid 
is  the  payor  of  last  resort.  All  provisions  are  effective  as  of  April  7,  1986 
unless  otherwise  noted. 

BENEFITS 

Case  Management  -  Gives  states  the  option  of  offering  case  management 
services  under  their  Medicaid  state  plans.  Case  management  is  defined  as 
services  that  assist  a  person  in  gaining  access  to  needed  medical,  social, 
educational  and  other  services.  COBRA  waives  the  Medicaid  comparability 
regulation  for  case  management  services.  Therefore,  states  are  not  required  to 
offer  such  services  in  equal  amount,  duration  and  scope  for  all  Medicaid 
beneficiaries. 

Hospice    Care   -   COBRA   also   allows   states   to   offer   hospice   services  (as 
described    under    Medicare)    as    an    optional    Medicaid    benefit    for    terminally  ill 
patients.       The    provision    includes    state    determination    of    eligibility,    duration  of 
coverage,    and   type    of   services   offered,   with    minimum   service   package  require- 
ments and  prospective  payment  reimbursement  guidelines. 

ELIGIBILITY 

Institutionalized  Persons  -  COBRA  changes  eligibility  requirements  so  that 
institutionalized  persons  qualifying  under  resource  and  income  requirements 
may  do  so  at  the  time  of  admission  rather  than  waiting  until  the  beginning  of 
the  first  full  month  of  service.  Effective  retroactive  to  1/1/85. 

Immediate    Coverage    of    Children    -    COBRA    allows    states    the    option  of 
fully    implementing    the    Deficit    Reduction    Act   of    1984    (DEFRA)       requirement  of 
providing    categorically    needy    coverage    to    all    children    under    age    5,    living  in 
two-parent    families,    born    after    September    30,    1983,    who    meet    AFDC  income 
and  resource  requirements. 

Coverage  for  Foster  Care  and  Adopted  Children  -  COBRA  permits 
Medicaid  coverage  of  children  placed  outside  the  state  receiving  adoption 
assistance  or  foster  care  by  the  state  in  which  they  reside.  It  also  gives  states 
the  option  of  continuing  coverage  for  children  with  special  medical  or  rehabili- 
tative needs  who  are  placed  under  a  state-funded  adoption  program  regardless 
of  income  and  resource  levels  of  adoptive  parents. 

Medicaid  Qualifying  Trusts  -  COBRA  establishes  that  for  purposes  of 
Medicaid  eligibility,  resources  contained  in  a  trust  shall  be  considered  available 
to  the  individual  at  the  time  of  eligibility  determination.  A  state  can  waive 
the  application  of  this  rule  if  it  determines  that  it  would  cause  undue  hardship 
(e.g.  if  funds  from  the  trust  cannot  be  obtained  to  pay  for  life-sustaining 
services).  This  provision  is  further  clarified  under  SOBRA  (see  subsection  2.2). 

REIMBURSEMENT 

Revaluation  of  Assets  -  Allows  for  revaluation  of  SNF  and  hospital  assets 
at  time  of  sale,  limiting  such  revaluation  to  the  acquisition  costs  of  previous 
owner  increased  by  50%  of  the  Dodge  nursing  home  cost  index  or  50%  of 
consumer  price  index,  whichever  is  lower.  This  has  the  effect  of  amending  a 
DEFRA  provision  which  prohibited  revaluation  of  capital  costs  for  reimburse- 
ment purposes  at  time  the  nursing  home  or  hospital  is  sold.  Effective  10/1/86 
with  respect  to  changes  in  ownership  occurring  on  or  after  that  date. 


Federal  Matching  Assistance  Percentage  (FMAP)  -  Beginning  with  fiscal 
year  1987,  calculation  of  the  Federal  Medical  Assistance  Percentage  (FMAP) 
will  occur  on  an  annual  rather  than  biennial  basis. 

ADMINISTRATIVE  PROVISIONS 

Third  Party  Liability  -  COBRA  mandates  that  the  state  or  local  agency 
administering  the  Medicaid  plan  is  responsible  for  ascertaining  the  legal 
liability  of  third  parties  to  pay  for  care  available  under  the  plan.  States  must 
submit  a  plan  for  HHS  approval  for  pursuing  third  party  claims  and  are  subject 
to  an  administrative  funding  penalty  for  not  complying  with  an  approved  plan. 
The  secretary  of  HHS  will  monitor  the  plan  as  part  of  the  state's  mechanized 
claims  processing  and  information  retrieval  system.  COBRA  specifies  that  states 
must  collect  sufficient  information  during  the  eligibility  determination  or 
redetermination  process  to  enable  the  state  to  pursue  claims  against  third 
parties. 

COBRA  provides  relief  to  pregnant  women  and  children  from  previous  reg- 
ulations which  required  states  to  adopt  cost  avoidance  methodologies  under 
third  party  liability  reimbursement.  In  cases  of  prenatal  or  preventive  pediatric 
care  (e.g.  EPSDT)  states  are  required  to  reimburse  for  services  without  regard 
to  the  liability  of  a  third  party  for  payment.  Agencies  will  pursue  unpaid 
claims  of  liable  third  parties  after  30  days. 

In  cases  where  legal  liability  is  established  after  medical  assistance  has 
been  provided,  states  are  required  to  seek  recoupment  if  the  recoverable 
amount  is  greater  than  the  cost  of  recovering  it. 

COBRA  establishes  that  a  Medicaid  provider  may  not  refuse  services  to 
recipients  due  to  potential  third  party  liability.  COBRA  also  limits  cost  sharing 
for  services  provided  to  Medicaid  enrollees  covered  by  third  parties  in  two 
ways.  First,  providers  are  prohibited  from  collecting  cost  sharing  payments  if 
total  third  party  liabilities  at  least  equal  the  amount  otherwise  payable  under 
Medicaid.  Second  the  cost  sharing  amount  cannot  be  greater  than:  1)  the 
amount  the  recipient  would  be  required  to  pay  in  the  absence  of  third  party 
liability  and  2)  the  difference  between  the  amount  of  liability  and  the  Medicaid 
reimbursement  rate  for  the  service. 

Finally,     COBRA     amends    the     Employee     Retirement     Income     Security  Act 
(ERISA)    to    allow   states   to    regulate   self-insured    plans   to    ensure   that  Medicaid 
is  the  payor  of  last  resort. 

ICF-MR  Regulations  -  COBRA  allows  states  flexibility  in  complying  with 
federal  regulations  regarding  ICF-MR  facility  repairs.  Rather  than  correct 
deficiencies,  if  deficiencies  do  not  pose  an  immediate  threat  to  the  health  and 
safety  of  the  residents,  the  state  may  implement  an  HHS-approved  plan  to 
permanently  reduce  the  number  of  certified  beds  in  the  noncomplying  facility 
within  a  36-month  period.  HHS  is  allowed  to  approve  only  15  reduction  plans 
each  year  for  three  years.  However,  if  a  state  can  prove  that  at  least  $2 
million  is  needed  to  bring  a  facility  into  compliance,  HHS  may  approve 
additional  reduction  plans. 

HMO  Provisions  -  COBRA  permits  community  health  centers  to  participate 
in  the  Medicaid  program  as  if  they  were  federally-qualified  HMOs,  and  there- 
fore enter  into  risk  contracts  with  the  state,  if  such  centers  received  at  least 
$100,000  under  their  own  federal  contracts  during  each  of  the  two  years  prior 
to  the  Medicaid  contract  period.  The  current  law  requiring  that  no  more  than 
75%  of  prepaid  enrollees  be  funded  by  public  payors  is  waived  for  these 
providers.  States  are  allowed  to  continue  benefits  for  up  to  six  months  after 
recipients  are  no  longer  eligible  for  Medicaid. 


COBRA  also  establishes  that  when  a  Health  Insuring  Organization  (HIO) 
does  more  than  act  as  a  fiscal  agent  to  review  and  process  claims  for  payment 
(i.e.  arranges  with  other  providers  for  the  delivery  of  services  to  Medicaid 
eligibles,  even  though  the  HIO  does  not  itself  deliver  services),  it  will  be 
subject  to  all  the  regulatory  requirements  to  which  any  HMO  or  similar  prepaid 
entity  was  subject  under  prior  law. 

OTHER  PROVISIONS 

Home  and  Community  Based  Waivers  -  Congress  made  several  changes  to 
home  and  community  based  waiver  programs  under  COBRA  which  allow  states 
more  flexibility  in  developing  and  operating  such  programs.  For  example,  HHS 
cannot  terminate  a  waiver  because  actual  state  program  expenditures  exceed 
original  program  estimates.  Also,  states  are  relieved  from  strict  program 
enrollment  limits,  allowing  substitution  of  additional  individuals  for  those  who 
die  or  become  ineligible  for  services. 

In  setting  eligibility  and  overall  program  expenditure  limits  for  waivered 
services,  COBRA  stipulated  that  states  can  provide  waivered  services  up  to  an 
average  per  capita  per  year  expenditure  of  100%  of  the  cost  of  care  had  the 
waiver  not  been  granted  (rather  than  a  per  person  cost  cap).  The  act  further 
specifies  that  assessments  of  cost-effectiveness  of  community  placement  for 
physically  disabled  individuals  at  ICF  levels  of  care,  utilize  costs  associated 
with  these  recipients  special  care  needs. 

COBRA  also  expands  and  extends  waiver  renewal  requirements  for  waivers 
which  would  expire  during  the  period  between  October  1985  and  September 
1986.  Other  changes  in  provisions  for  home  and  community  based  waivers  in- 
clude: 1)  optional  coverage  of  ventilator  dependent  individuals  who  otherwise 
would  require  inpatient  care  in  a  hospital,  SNF  or  ICF;  2)  explicit  inclusion  of 
certain  prevocational  and  educational  services  as  habilitation  services  for 
deinstitutionalized  persons;  and  3)  higher  maintenance  need  allowances  than 
were  previously  in  effect  for  services  provided  in  the  community  or  home. 

Task  Forces  -  COBRA  directs  HHS  to  set  up  a  task  force  to  examine 
alternatives  to  institutionalization  for  technologically  dependent  and  chronically 
ill  children  and  report  to  Congress  within  two  years.  Another  task  force  was 
established  to  issue  recommendations  for  states  that  would  like  to  encourage 
the  development  and  marketing  of  private  long  term  health  care  insurance 
policies. 

Organ  Transplants  -  COBRA  requires  state  Medicaid  agencies  to  develop 
written  policies  on  the  coverage  of  organ  transplants  in  their  state  plans. 
States  have  the  option  of  covering  all,  some  or  no  procedures,  but  standards 
must  be  set  which  provide  for  like  treatment  for  "similarly  situated  individu- 
als." Effective  1/1/87. 

1.3   PRIVATE    HEALTH     INSURANCE    PROVISIONS    TO    RELIEVE    PRESSURE  ON 
MEDICAID  PROGRAM 

In  the  spirit  of  deficit  reduction,  Congress  has  required  limited  health 
insurance  continuation  provisions  in  COBRA  to  reduce  pressure  on  the  Medicaid 
program. 

COBRA  requires  employers  with  20  or  more  employees  to  offer  health  in- 
surance continuation  policies  for  three  years  to  widows,  separated  and  divorced 
spouses,  Medicare-ineligible  spouses  of  retired  workers  and  children  of  these 
groups  as  well  as  children  who  are  no  longer  considered  dependent  for  pur- 
poses of  insurance.  Employers  must  also  offer  policies  for  18  months  to 
workers  who   lose  coverage  due  to   reduced  work   hours   or  are  terminated.  Per- 


sons  eligible  for  a  continuation  policy  must  pay  the  entire  premium  cost,  which 
cannot  exceed  102%  of  the  premium  of  the  group  health  policy.  Following  the 
mandated  period  for  offering  such  coverage,  the  insurance  company  carrying 
the  policy  must  offer  the  qualified  beneficiary  the  option  to  convert  coverage 
to  an  individual  plan. 

COBRA  does  not  exempt  employers  who  self  insure  from  the  health 
insurance  continuation  provisions.  Employers  failing  to  provide  continuation 
policies  will  lose  federal  tax  benefits  for  their  contributions  to  employee  group 
health  insurance  plans. 

1.4  COBRA   MEDICARE   PROVISIONS   WITH    IMPACT   ON    MEDICAID  AND 
INDIGENT  CARE  PROGRAMS 

Teaching  Hospitals  -  COBRA  reduces  supplemental  payments  to  teaching 
hospitals  for  fiscal  years  1986-88,  and  revises  the  formula  for  calculating 
special  payments  for  indirect  costs  of  training  residents  and  medical  students. 
Also,  COBRA  restructures  the  way  Medicare  pays  teaching  hospitals  for  direct 
costs  of  graduate  medical  education,  such  as  residents'  salaries.  Rather  than 
reimbursing  these  costs  on  an  open-ended  basis,  the  bill  provides  for  per 
resident  payments.  Payments  are  increased  1%  for  FY  86  and  by  the  inflation 
rate  in  FY  87  and  FY  88. 

Disproportionate  Share  Hospitals  -  COBRA  requires  HHS  to  make  extra 
payments  to  hospitals  that  serve  a  disproportionate  share  of  low-income  people. 
Disproportionate  share  is  defined  using  a  formula  for  the  proportion  of  total 
patient  days  attributable  to  SSI-eligible  Medicare  beneficiaries.  To  qualify  for 
additional  payments,  urban  hospitals  with  100  or  more  beds  must  have  at  least 
a  15%  share,  smaller  urban  hospitals,  40%  and  rural  hospitals,  45%.  Supplements 
of  up  to  15%  of  the  regular  DRG  rates  for  urban  hospitals  and  4%  for  rural 
hospitals  are  authorized  under  COBRA.  Urban  area  hospitals  with  100  beds  or 
more  that  receive  more  than  30%  of  their  revenues  from  state  and  local  gov- 
ernment payments  for  indigent  care  will  automatically  receive  a  15%  increase 
in  DRG  payments.  The  provision  will  expire  at  the  end  of  FY  88. 

Rural  Hospitals  -  COBRA  requires  HHS  to  increase  Medicare  reimburse- 
ments for  certain  rural  hospitals  that  are  the  sole  source  of  inpatient  care  in 
their  communities  if  they  have  to  add  facilities  or  services  which  increase 
costs  significantly. 

Emergency  Hospital  Transfers  -  COBRA  requires  hospitals  which  participate 
in  Medicare  to  provide  emergency  services  for  people  with  an  urgent  need  for 
care,  including  women  in  labor  regardless  of  their  ability  to  pay.  Prohibits 
transfers  of  such  patients  unless  their  condition  has  been  stabilized  or  a 
doctor  certified  that  the  move  would  be  beneficial.  Hospitals  which  violate  the 
requirements  could  be  barred  from  participating  in  Medicare.  Both  the  hospital 
and  the  responsible  physician  could  face  civil  penalties  of  up  to  $25,000  per 
violation. 

Disease  Prevention  -  COBRA  authorizes  HHS  to  establish  demonstration 
projects  in  at  least  five  states  to  determine  cost-effectiveness  of  providing 
Medicare  coverage  for  preventive  services,  such  as  immunizations  and  drug 
abuse  prevention. 


2.  SIXTH  OMNIBUS  BUDGET  RECONCILIATION  ACT  OF  1986  (SOBRA) 


SOBRA  reflects  a  number  of  changes  in  Medicaid  and  indigent  care, 
including  changes  in  eligibility  for  children,  pregnant  women,  the  elderly  and 
disabled.  One  major  provision,  which  would  have  mandated  that  all  states 
extend  AFDC  benefits  to  needy  two-parent  families  where  the  principal  earner 
is  unemployed,  was  dropped  during  conference  with  the  provision  that  it  be  re- 
considered next  year.  The  next  sections  summarize  significant  SOBRA  provi- 
sions as  they  affect  Medicaid  and  indigent  care. 

2.1   SOBRA    INmATIVES    TO    EXPAND    MEDICAID    COVERAGE    OF  TARGET 
GROUPS 

SOBRA  adds  additional  optional  coverage  for  low  income  pregnant  women, 
makes  Medicaid  eligibility  more  accessible  to  pregnant  women  and  the  home- 
less, and  also  allows  states  to  provide  additional  community-based  long  term 
care. 

Maternal  and  Child  Health  Provisions  -  SOBRA  grants  states  the  option  of 
extending  automatic  Medicaid  coverage  to  pregnant  women  and  infants  and 
children  up  to  age  five  whose  family  incomes  are  above  current  AFDC  limits 
but  below  the  federal  poverty  line.  Women  and  children  are  eligible  for 
coverage  under  this  new  optional  categorically  needy  (OCN)  program  without 
having  to  spend  down.  The  option  is  available  even  in  states  that  do  not 
currently  provide  coverage  for  medically  needy  pregnant  women  and  children 
under  their  Medicaid  plans.  States  may  elect  to  apply  no  resource  standard  to 
this  OCN  group  of  pregnant  women  and  children. 

Benefits   for   pregnant  women   under  SOBRA  would   be   limited   to  pregnancy- 
related    services    and    extend    through    60    days    after   delivery.       For   infants  and 
children    up    to    age    five,    coverage    would    be    the    same    as    offered    for  cash 
assistance  recipients. 

SOBRA  provisions  for  pregnant  women  and  infants  become  effective  April 
1,  1987,  with  children  up  to  age  5  being  phased  in  by  one  year  intervals 
beginning  October  1 ,  1 987  and  through  October  1 ,  1 990. 

SOBRA  allows  states  a  presumptive  eligibility  period  for  pregnant  women 
for  ambulatory  prenatal  care.  Women  may  be  determined  eligible  for  Medicaid 
on  the  basis  of  income  by  a  qualified  provider  for  up  to  45  days  after  the 
preliminary  determination,  as  long  as  application  requirements  are  met.  Excess 
payments  made  under  presumptive  eligibility  would  be  exempt  from  error  rate 
sanctions. 

Clarification  of  Eligibility  for  the  Homeless  -  Coverage  for  homeless 
individuals  under  SOBRA  is  clarified  in  that  states  are  prohibited  from 
imposing  any  residence  requirement  that  excludes  otherwise  qualified  persons 
from  Medicaid.  States  may  not  require  evidence  of  a  fixed  or  permanent 
address.  Under  provisions  of  the  Anti-Drug  Abuse  Act  of  1986,  a  state's 
Medicaid  plan  must  provide  a  way  for  making  eligibility  cards  available  to 
individuals  without  evidence  of  permanent  residence  or  mailing  address.  This 
provision  is  effective  January  1,  1987. 

Medicaid  Eligibility  for  Qualified  Severely  Impaired  Individuals  -  SOBRA 
establishes  mandatory  coverage  of  a  new  categorically  needy  group,  the  quali- 
fied severely  impaired  individual.  Designed  to  provide  Medicaid  benefits  for 
severely  disabled  (physically  or  mentally)  or  blind  individuals  under  65  who  are 
engaged  in  substantial  gainful  activity  (SGA),  this  provision  protects  such 
individuals    who    receive    either    SSI,    state    supplementation    or    special  section 


1619  (a)  benefits.  Persons  who  would  qualify  as  eligible  severely  impaired 
individuals  include  those  who:  1)  except  for  earnings,  continue  to  meet  all 
other  requirements  for  SSI  eligibility;  2)  still  require  the  attendant  care 
benefits  that  would  be  available  if  not  employed;  3)  would  be  seriously 
impaired  from  working  without  such  benefits;  and  4)  have  earnings  not 
sufficient  to  provide  a  reasonable  equivalent  of  the  public  benefits  that  would 
be  available  if  the  individual  were  not  working. 

Additionally,  provisions  of  Employment  Opportunities  for  Disabled  Ameri- 
cans Act  (1986)  require  that  individuals  eligible  for  Medicaid  in  the  month 
prior  to  institutionalization  remain  eligible  for  the  full  federal  SSI  benefit  for 
the  first  two  months  of  inpatient  care.  These  two  months  of  benefits  are 
intended  to  help  the  individual  maintain  his  residence  and  other  outside 
expenses.  Additional  benefits  under  this  legislation  continue  Medicaid  eligibility 
for  children  who  are  at  least  18  years  of  age  who  began  receiving  SSI 
benefits  prior  to  age  22,  and  who  lose  SSI  eligibility  because  of  increased 
Social  Security  benefits  received  as  adult  disabled  children.  Individuals  who 
become  ineligible  for  1619  benefits  for  non-medical  reasons  within  the  previous 
12  months,  may  be  reinstated  without  medical  redetermination. 

Optional  Coverage  for  the  Elderly  and  Disabled  -  SOBRA  provides  optional 
Medicaid  coverage  to  the  elderly  and  disabled  persons  with  incomes  below  the 
national  poverty  level.  Coverage  for  this  group  matches  the  benefits  offered  to 
the  state's  cash  assistance  recipients.  In  order  to  offer  this  option,  states  must 
cover  some  or  all  of  the  pregnant  women,  infants  and  children  described 
earlier  in  this  section. 

A  state  is  required  to  use  SSI  resource  standards  for  this  optional  group 
but  may  elect  to  use  medically  needy  resource  standards  if  they  are  higher. 

Home  and  Community  Based  Waivers  -  SOBRA  allows  states  to  apply  for 
2176  home  and  community  based  care  waivers  to  provide  care  to  individuals 
who  would  require  Medicaid-reimbursed  hospital  care  (formerly  available  as 
cost-effective  alternatives  to  nursing  home  care  only,  except  for  ventilator- 
dependent  cases).  States  may  target  waivers  to  groups  or  individuals  at  risk  of 
hospital  care  as  defined  by  illness  (e.g.  AIDS  or  AIDS-related  condition)  or  by 
condition  (e.g.  chronic  mental  illness).  State  expenditure  estimates  may  be 
specific  to  cost  of  care  to  the  targeted  group. 

Services  could  include  day  treatment  or  other  partial  hospitalization 
services,  psychosocial  rehabilitation  services,  and  clinic  services  for  the 
chronically  mentally  ill.  Optional  case  management  services  are  available  for 
eligible  individuals  with  AIDS  or  with  chronic  mental  illness. 

Coverage  for  Aliens  -  SOBRA  prohibits  federal  spending  on  Medicaid  for 
aliens  not  permanently  residing  in  the  U.S.  except  for  "emergency  medical 
conditions"  which  must  be  provided  to  all  aliens  meeting  applicable  financial 
and  categorical  requirements.  Ambiguities  exist  between  interpretations  of 
eligibility  criteria  to  be  applied.  Regulations  are  expected  to  clarify  this. 
However,  the  statute  is  effective  January  1,  1987  regardless,  except  for  those 
states  which  must  pass  additional  legislation  to  meet  certain  requirements. 

Optional    Coverage    for    Poor    Medicare    Beneficiaries    -    SOBRA    allows  states 
to   use  federal   matching   funds  to   pay  for  Medicare   cost-sharing   as   a   new  op- 
tional   categorically    needy    group.    Qualifying    income    level    can    be    set    at  the 
federal  poverty  level  or  a  fraction  thereof. 


2.2  OTHER  SOBRA  PROVISIONS  AFFECTING  MEDICAID 


In  addition  to  the  optional  and  mandatory  benefits  and  changes  in 
eligibility  described  previously,  SOBRA  mandates  the  following  changes  in 
reimbursement  and  administration  of  Medicaid. 

REIMBURSEMENT 

Federal     Financial     Participation    -    COBRA    requires    that    federal  Medicaid 

matching   rates  be  calculated  on  an  annual   basis  and  SOBRA  stipulates  that  this 

provision    shall    not    apply    in    FY    1987    to    any    state    that    would    be  adversely 

affected.  Essentially,  this  means  that  the  following  13  states  would  maintain 
their    FY    1986     matching     rates:    Arizona,     Florida,    Georgia,    Maine,  Minnesota, 

Montana,  New  Hampshire,  North  Carolina,  Ohio,  Rhode  Island,  South  Carolina, 
South  Dakota,  and  Virginia. 

Disproportionate    Number    Hospitals    -    Clarifies    and    makes    effective    as  if 
included    in    OBRA    1981    that   HHS   cannot   limit   the   amount   of   payment  adjust- 
ments that  may  be   made   under  a  state   Medicaid   plan  with   regard  to  hospitals 
serving  a  disproportionate  share  of  low  income  patients  with  special  needs. 

ADMINISTRATION  AND  MANAGEMENT 

Second  Surgical  Opinions  and  Preadmission  Reviews  -  SOBRA  prohibits  HHS 
from  requiring  states  to  establish  mandatory  second  surgical  opinions  and 
hospital  preadmission  review  until  180  days  after  HHS  submits  a  report  (by 
October  1 ,  1 988)  on  such  programs  to  Congress. 

Prohibition  on  Physician  Incentive  Plans  -  SOBRA  establishes  a  civil 
penalty  of  $2000  per  patient  payable  by  either  physician  or  hospital  or  other 
entity  delivering  services  on  a  risk  sharing  basis  who  knowingly  pays  to  induce 
a  reduction  or  limit  of  services  to  Medicaid  patients  under  the  direct  care  of  a 
physician. 

Review  of  HMO  Services  -  SOBRA  mandates  an  annual  independent  exter- 
nal review  of  the  quality  of  Medicaid  services  provided  to  recipients  under 
prepaid  or  risk-based  contracts. 

Other    Requirements    for    HMO/HIOs    -    SOBRA    imposes    financial  disclosure 
requirements    on    HMO/HIO    contracts,    including    disclosure    of  ownership/control 
information,    description    of    transactions    with    any    party    of    interest    (for  state- 
qualified    HMOs)    and    prior   federal    approval    for   contracts    providing    for  expend- 
itures in  excess  of  $100,000. 

Clarifications  of  COBRA  -  SOBRA  stipulates  the  following  technical  cor- 
rections to  COBRA:  1)  income  from  trusts  established  prior  to  April  7,  1986 
solely  for  the  benefit  of  residents  in  ICFs/MR  should  not  be  included  in 
COBRA's  treatment  of  income  from  Medicaid  qualifying  trusts;  2)  HIOs  need 
not  be  organized  under  a  state's  HMO  laws;  and  3)  details  rules  for  hospice 
service  payments. 

2.3  SOBRA  SUPPORTS  SELECTED  DEMONSTRATION  PROJECTS 

SOBRA  introduces  a  new  waiver  authority  for  the  chronically  mentally  ill 
demonstration  program  and  for  the  frail  elderly,  and  also  extends  deadlines, 
funds  or  exceptions  to  programs  in  Massachusetts,  New  York  and  New  Jersey. 


Waiver     Authority     for     the     Chronically     Mentally     111     and     Frail  Elderly- 
Under  section   9412   of  SOBRA,   states   interested   in   pursuing   an   alternative  care 
demonstration    program    for    chronically    mentally    ill    Medicaid    beneficiaries  may 
have    certain    Medicaid    requirements    waived.    Qualifying    states    must    already  be 
receiving   funding   from   the   Robert  Wood   Johnson   Foundation   under  the  Program 
for   the    Mentally    III.    Under   waivered    services    for   the    CMI,    states    may  cover 
the    following:        case     management,     habilitation,     day    treatment    and/or  other 
partial     hospitalization     services,     residential     services     (not     room     and  board), 
psychosocial    rehabilitation    services,    clinic   services    and    other   care    approved  for 
an    individual   demonstration.   States   must   assure   that  there   will    be   no  reduction 
in  benefits  under  the  waiver. 

SOBRA  also  allows  that  up  to  10  waivers  may  be  granted  to  provide  ser- 
vices to  the  frail  and  elderly  in  programs  similar  to  the  On  Lok  Community 
Care  Organization  for  Dependent  Adults  (the  oldest  existing  waivered  program). 
In  order  to  qualify  for  such  a  waiver,  the  organization  must  have  been 
awarded  a  Robert  Wood  Johnson  Foundation  grant. 

Massachusetts'     Case-Managed     Medical     Care     for     Nursing     Home  Patients 
Project    -    SOBRA    extends    a    Medicare/Medicaid    demonstration    project  operated 
by    the    Massachusetts    Department    of    Public    Welfare    designed    to    reduce  in- 
appropriate   and     costly    hospitalization     and     improve    primary    care    to  nursing 
home  patients.  The  program   is  extended  to  June  30,   1989  to  enable  completion 
of  the  project  evaluation. 

New  York's  Exception  for  Payment  of  Administratively  Necessary  Days 
(ANDs)  -  SOBRA  enables  New  York  Medicaid  to  pay  inpatient  hospital  rates  for 
hospital  patients  needing  long  term  care,  but  where  nursing  home  beds  are  not 
available  and  excess  hospital  beds  exist.  Normally,  in  cases  of  hospital  excess, 
the  allowable  rate  would  be  a  statewide  average  SNF  rate.  New  York  has  an 
exception  because  it  is  implementing  a  reimbursement  methodology  for  hospitals 
which  includes  incentives  to  decertify  hospital  beds. 

New  Jersey  Respite  Care  Pilot  Project  -  SOBRA  allows  federal  participation 
in  an  existing  New  Jersey  respite  care  project  now  operated  by  the  state's 
department  of  health.  Funding  will  be  a  50-50  split  between  state-only  and 
Medicaid  funds  with  federal  funding  ceasing  September  30,  1 990. 
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